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Message from Donna E. Shalala
Secretary of Health and Human Services

The United States leads the world in understanding the importance of overall health and well-
being to the strength of a Nation and its people. What we are coming to realize is that mental health
is absolutely essential to achieving prosperity. According to the landmark “Global Burden of
Disease” study, commissioned by the World Health Organization and the World Bank, 4 of the 10
leading causes of disability for persons age 5 and older are mental disorders. Among developed
nations, including the United States, major depression is the leading cause of disability. Also near
the top of these rankings are manic-depressive illness, schizophrenia, and obsessive-compulsive
disorder. Mental disorders also are tragic contributors to mortality, with suicide perennially
representing one of the leéding preventable causes of death in the United States arfid worldwide.

The U.S. Congress declared the 1990s the Decade of the Brain. In this decade we have learned
much through research—in basic neuroscience, behavioral science, and genetics—about the complex
workings of the brain. Research can help us gain a further understanding of the fundamental
mechanisms underlying thought, emotion, and behavior—and an understanding of what goes wrong
in the brain in mental illness. It can also lead to better treatments and improved services for our
diverse population. ‘

Now, with the publication of this first Surgeon General’s Report on Mental Health, we are
poised to take what we know and to advance the state of mental health in the Nation. We can with
great confidence encourage individuals to seek treatment when they find themselves experiencing
the signs and symptoms of mental distress. Research has given us effective treatments and service
delivery strategies for many mental disorders. An array of safe and potent medications and
psychosocial interventions, typically used in combination, allow us to effectively treat most mental
disorders.

This seminal report provides us with an opportunity to dispel the myths and stigma surrounding
mental illness. For too long the fear of mental illness has been profoundly destructive to people’s
lives. In fact mental illnesses are just as real as other illnesses, and they are like other illnesses in
most ways. Yet fear and stigma persist, resulting in lost opportunities for individuals to seek
treatment and improve Or recover.

In this Administration, a persistent, courageous advocate of affordable, quality mental health
services for all Americans is Mrs. Tipper Gore, wife of the Vice President. We salute her for her
historic leadership and for her enthusiastic support of the initiative by the Surgeon General, Dr.
David Satcher, to issue this groundbreaking Report on Mental Health.

The 1999 White House Conference on Mental Health called for a national antistigma campaign.
The Surgeon General issued a Call to Action on Suicide Prevention in 1999 as well. This Surgeon

General’s Report on Mental Health takes the next step in advancing the important notion that mental
health is fundamental health.



Foreword

Since the turn of this century, thanks in large measure to research-based public health
innovations, the lifespan of the average American has nearly doubled. Today, our Nation’s physical
health—as a whole—has never been better. Moreover, illnesses of the body, once shrouded in
fear—such as cancer, epilepsy, and HIV/AIDS to name just a few—increasingly are seen as treatable,
survivable, even curable ailments. Yet, despite unprecedented knowledge gained in just the past three
decades about the brain and human behavior, mental health is often an afterthought and illnesses of
the mind remain shrouded in fear and misunderstanding.

This Report of the Surgeon General on Mental Health is the product of an invigorating
collaboration between two Federal agencies. The Substance Abuse and Mentalk Health Services
Administration (SAMHSA), which provides national leadership and funding to the states and many
professional and citizen organizations that are striving to improve the availability, accessibility, and
quality of mental health services, was assigned lead responsibility for coordinating the development
of the report. The National Institutes of Health (NIH), which supports and conducts research on
mental illness and mental health through its National Institute of Mental Health (NIMH), was pleased
to be a partner in this effort. The agencies we respectively head were able to rely on the enthusiastic
participation of hundreds of people who played a role in researching, writing, reviewing, and
disseminating this report. We wish to express our appreciation and that of a mental health
constituency, millions of Americans strong, to Surgeon General David Satcher, M.D., Ph.D., for
inviting us to participate in this landmark report.

The year 1999 witnessed the first White House Conference on Mental Health and the first
Secretarial Initiative on Mental Health prepared under the aegis of the Department of Health and
Human Services. These activities set an optimistic tone for progress that will be realized in the years
ahead. Looking ahead, we take special pride in the remarkable record of accomplishment, in the
spheres of both science and services, to which our agencies have contributed over past decades. With
the impetus that the Surgeon General’s report provides, we intend to expand that record of
accomplishment. This report recognizes the inextricably intertwined relationship between our mental
health and our physical health and well-being. The report emphasizes that mental health and mental
illnesses are important concerns at all ages. Accordingly, we will continue to attend to needs that
occur across the lifespan, from the youngest child to the oldest among us.

The report lays down a challenge to the Nation—to our communities, our health and social
service agencies, our policymakers, employers, and citizens—to take action. SAMHS A and NIH look
forward to continuing our collaboration to generate needed knowledge about the brain and behavior
and to translate that knowledge to the service systems, providers, and citizens.

Nelba Chavez, Ph.D. Steven E. Hyman, M.D.

Administrator Director ‘

Substance Abuse and Mental Health National Institute of Mental Health
Services Administration for The National Institutes of Health

Bernard S. Arons, M.D.
Director
Center for Mental Health Services



Preface

from the Surgeon General
U.S. Public Health Service

The past century has witnessed extraordinary progress in our improvement of the public health
through medical science and ambitious, often innovative, approaches to health care services. Previous
Surgeons General reports have saluted our gains while continuing to set ever higher benchmarks for
the public health. Through much of this era of great challenge and greater achievement, however,
concerns regarding mental illness and mental health too often were relegated to the rear of our
national consciousness. Tragic and devastating disorders such as schizophrenia, depression and
bipolar disorder, Alzheimer’s disease, the mental and behavioral disorders suffered by children, and
a range of other mental disorders affect nearly one in five Americans in any year, yet continue too
frequently to be spoken of in whispers and shame. Fortunately, leaders in the mental health
field—fiercely dedicated advocates, scientists, government officials, and consumers—have been
insistent that mental health flow in the mainstream of health. I agree and issue this report in that spirit.

This report makes evident that the neuroscience of mental health—a term that encompasses
studies extending from molecular events to psychological, behavioral, and societal phenomena—has
emerged as one of the most exciting arenas of scientific activity and human inquiry. We recognize
that the brain is the integrator of thought, emotion, behavior, and health. Indeed, one of the foremost
contributions of contemporary mental health research is the extent to which it has mended the
destructive split between “mental” and “physical” health.

We know more today about how to treat mental illness effectively and appropriately than we
know with certainty about how to prevent mental illness and promote mental health. Common sense
and respect for our fellow humans tells us that a focus on the positive aspects of mental health
demands our immediate attention.

Even more than other areas of health and medicine, the mental health field is plagued by
disparities in the availability of and access to its services. These disparities are viewed readily through
the lenses of racial and cultural diversity, age, and gender. A key disparity often hinges on a person’s
financial status; formidable financial barriers block off needed mental health care from too many
people regardless of whether one has health insurance with inadequate mental health benefits, or is
one of the 44 million Americans who lack any insurance. We have allowed stigma and a now
unwarranted sense of hopelessness about the opportunities for recovery from mental illness to erect
these barriers. It is time to take them down.

Promoting mental health for all Americans will require scientific know-how but, even more
importantly, a societal resolve that we will make the needed investment. The investment does not call
for massive budgets; rather, it calls for the willingness of each of us to educate ourselves and others
about mental health and mental illness, and thus to confront the attitudes, fear, and misunderstanding

that remain as barriers before us. It is my intent that this report will usher in a healthy era of mind and
body for the Nation.

David Satcher, M.D., Ph.D.
Surgeon General
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Manual of Mental Disorders (DSM-1V}, 4th
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exactly as it appears in DSM-/V. Tabular
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accordance with the publisher's editorial
usage.
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CHAPTER 1

INTRODUCTION AND THEMES

his first Surgeon General’s Report on Mental
Health is issued at the culmination of a half-century

that has witnessed remarkable advances in the

understanding of mental disorders and the brain and in
our appreciation of the centrality of mental health to
overall health and well-being. The report was prepared

against a backdrop of growing awareness in the United

States and throughout the world of the immense burden
of disability associated with mental illnesses. In the
United States. mental disorders collectively account for
more than 15 percent of the overall burden of disease
trom «ll causes and slightly more than the burden
associated with all forms of cancer (Murray & Lopez,
1996). These data underscore the importance and
urgency of treating and preventing mental disorders and
of promoting mental health in our society.

The report in its entirety provides an up-to-date
review of scientific advances in the study of mental
health and of mental illnesses that affect at least one in
five Americans. Several important conclusions may be
drawn from the extensive scientific literature
summarized in the report. One is that a variety of
treatments of well-documented efficacy exist for the
array of clearly defined mental and behavioral
disorders that occur across the life span. Every person
should be encouraged to seek help when questions arise
about mental health, just as each person is encouraged
to seek help when questions arise about health.
Research highlighted in the report demonstrates that
mental health is a facet of health that evolves
throughout the lifetime. Just as each person can do
much to promote and maintain overall health regardless
of age, each also can do much to promote and
strengthen mental health at every stage of life.

Much remains to be learned about the causes,
treatment. and prevention of mental and behavioral

disorders. Obstacles that may limit the availability or
accessibility of mental health services for some
Americans are being dismantled, but disparities persist.
Still, thanks to research and the experiences of millions
of individuals who have a mental disorder, their family
members, and other advocates, the Nation has the
power today to tear down the most formidable obstacle
to future progress in the arena of mental illness and
health. That obstacle is stigma. Stigmatization of
mental illness is an excuse for inaction and
discrimination that is inexcusably outmoded in 1999.
As evident in the chapters that follow, we have
acquired an immense amount of knowledge that permits
us, as a Nation, to respond to the needs of persons with
mental illness in a manner that is both effective and
respectful.

Overarching Themes

Mental Health and Mental lllness: A Public
Health Approach

The Nation’s contemporary mental health enterprise,
like the broader field of health, is rooted in a
population-based public health model. The public
health model is characterized by concern for the health
of a population in its entirety and by awareness of the
linkage between health and the physical and psycho-
social environment. Public health focuses not only on
traditional areas of diagnosis, treatment, and etiology,
but also on epidemiologic surveillance of the health of
the population at large, health promotion, disease pre-
vention, and access to and evaluation of services (Last
& Wallace, 1992).

Just as the mainstream of public health takes a
broad view of health and illness, this Surgeon
General’s Report on Mental Health takes a wide-angle
lens to both mental health and mental illness. In years
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past, the mental health field often focused principally
on mental illness in order to serve individuals who
were most severely affected. Only as the field has
matured has it begun to respond to intensifying interest
and concerns about disease prevention and health pro-
motion. Because of the more recent consideration of
these topic areas, the body of accumulated knowledge
regarding them is not as expansive as that for mental
illness.

Mental Disorders are Disabling
The burden of mental illness on health and productivity
in the United States and throughout the world has long
been profoundly underestimated. Data developed by the
‘massive Global Burden of Disease study,' conducted by
the World Health Organization, the World Bank, and
Harvard University, reveal that mental illness,
including suicide,’ ranks second in the burden of
disease in established market economies, such as the
United States (Table 1-1).

Mental illness emerged from the Global Burden of
Disease study as a surprisingly significant contributor

to the burden of disease. The measure of calculating'

disease burden in this study, called Disability Adjusted
Life Years (DALYSs), allows comparison of the burden

Table 1-1. Disease burden by selected illness
categories in established market
economies, 1990
| Percent of
Total DALYs*
All cardiovascular conditions 18.6
All mental illness** 15.4
All malignant diseases (cancer) 15.0
Al respiratory conditions 4.8
All alcohol use 47
All infectious and parasitic diseases 2.8
All drug use 1.5

*Disability-adjusted life year (DALY) is a measure that
expresses years of life lost to premature death and years
lived with a disability of specified severity and duration
(Murray & Lopez, 1996).

**Disease burden associated with "mental illness" includes
suicide.

! Murray & Lopez, 1996.

2 The Surgeon General issued a Call to Action on Suicide in 1999,
reflecting the public health magnitude of this consequence of mental
illness. The Call to Action is summarized in Figure 4-1.

of disease across many different disease conditions.
DALYs account for lost years of healthy life regardless
of whether the years were lost to premature death or
disability. The disability component of this measure is
weighted for severity of the disability. For example,

major depression is equivalent in burden to blindness

or paraplegia, whereas active psychosis seen in
schizophrenia is equal in disability burden to
quadriplegia.

By this measure, major depression alone ranked
second only to ischemic heart disease in magnitude of
disease burden (see Table 1-2). Schizophrenia, bipolar
disorder, obsessive-compul'sive disorder, panic
disorder, and post-traumatic stress disorder also
contributed significantly to the burden represented by
mental illness.

Table 1-2. Leading sources of disease burden in
’ established market economies, 1990
Total l
DALYs Percent |
, (millions) of Total
- All causes i 98.7
1 Ischemic heart disease 8.9 9.0
2 Unipolar major depression 6.7 6.8
3 Cardiovascular disease 5.0 50
4 Alcohol use 4.7 4.7
5 Road traffic accidents 4.3 4.4

Source: Murray & Lopez, 1996.

Mental Health and Mental lllness: Points on
a Continuum

As will be evident in the pages that follow, “mental
health” and “mental illness” are not polar opposites but
may be thought of as points on a continuum. Mental
health is a state of successful performance of mental
function, resulting in productive activities, fulfilling
relationships with other people, and the ability to adapt
to change and to cope with adversity. Mental health is
indispensable to personal well-being, family and
interpersonal relationships, and contribution to
community or society. It is easy to overlook the value
of mental health until problems surface. Yet from early
childhood until death, mental health is the springboard
of thinking and communication skills, learning,
emotional growth, resilience, and self-esteem. These



re the ingredients of each individual’s successful
contribution to community and society. Americans are
inundated with messages about success—in school, in
a profession. in parenting, in relationships—without
appreciating that successful performance rests on a
foundation of mental health.

Many ingredients of mental health may be
identifiable. but mental health is not easy to define. In
the words of a distinguished leader in the field of
mental health prevention, *. . . built into any definition

of wellness . . . are overt and covert expressions of

values. Because values differ across cultures as well as
among subgroups (and indeed individuals) within a
culture. the ideal of a uniformly acceptable definition
of the constructs is illusory” (Cowen, 1994). In other
words. what it means to be mentally hezilthy is subject
to many different interpretations that are rooted in
value judgments that may vary across cultures. The
challenge of defining mental health has stalled the
development of programs to foster mental health
(Sccker, 1998), although strides have been made with
wellness programs for older people (Chapter 5).

Mental illness is the term that refers collectively to
all diagnosable mental disorders. Mental disorders are
health conditions that are characterized by alterations
in thinking, mood, or behavior (or some. combination
thereof) associated with distress and/or impaired
tunctioning. Alzheimer’s disease exemplifies a mental
disorder largely marked by alterations in thinking
(especially  forgetting). Depression exemplifies a
mental disorder largely marked by alterations in mood.
Attention-deficithyperactivity disorder exemplifies a
mental disorder largely marked by alterations in
hehavior (overactivity) and/or thinking (inability to
concentrate). Alterations in thinking, mood, or behavior
contribute to a host of problems—patient distress,
impaired functioning, or heightened risk of death, pain,
disability, or loss of freedom (American Psychiatric
Association, 1994).

This report uses the term “mental health problems”
for signs and symptoms of insufficient intensity or
duration to meet the criteria for any mental disorder.
Almost everyone has experienced mental health
problems in which the distress one feels matches some
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of the signs and symptoms of mental disorders. Mental
health problems may warrant active efforts in health
promotion, prevention, and treatment. Béreavement
symptoms in older adults offer a case in point.
Bereavement symptoms of less than 2 months’ duration

do not qualify as a mental disorder, according to
- professional manuals for -diagnosis (American

Psychiatric Association, 1994). Nevertheless,
bereavement symptoms can be debilitating if they are
left unattended. They place older people at risk for
depression, which, in turn, is linked to death from
suicide, heart attack, or other causes (Zisook &
Shuchter, 1991, 1993; Frasure-Smith et al., 1993, 1995;
Conwell, 1996). Much can be done—through formal
treatment or through support group participation—to
ameliorate the symptoms and to avert the consequences
of bereavement. In this case, early intervention is
needed to address a mental health problem before it
becomes a potentially life-threatening disorder.

Mind and Body are Inseparable

Considering health and illness as points along a
continuum helps one appreciate that neither state exists
in pure isolation from the other. In another but related
context, everyday language tends to encourage a
misperception that “mental health” or “mental illness”
is unrelated to “physical health” or “physical illness.”
In fact, the two are inseparable.

Seventeenth-century philosopher Rene Descartes
conceptualized the distinction between the mind and
the body. He viewed the “mind” as completely
separable from the “body” (or “matter” in general). The
mind (and spirit) was seen as the concern of organized
religion, whereas the body was seen as the concern of
physicians (Eisendrath & Feder, in press). This
partitioning ushered in a separation between so-called
“mental” and “physical” health, despite advances in the
20th century that proved the interrelationships between
mental and physical health (Cohen & Herbert, 1996;
Baum & Posluszny, 1999).

Although “mind” is a broad term that has had many
different meanings over the centuries, today it refers to
the totality of mental functions related to thinking,
mood, and purposive behavior. The mind is generally
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seen as deriving from activities within the brain but
displaying emergent properties, such as consciousness
(Fischbach, 1992; Gazzaniga et al., 1998).

One reason the public continues to this day to
emphasize the difference between mental and physical
health is embedded in language. Common parlance
continues to use the term “physical” to distinguish
some forms of health and illness from “mental” health
and illness. People continue to see mental and physical
as separate functions when, in fact, mental functions
(e.g., memory) are physical as well (American
Psychiatric Association, 1994). Mental functions are
carried out by the brain. Likewise, mental disorders are
reflected in physical changes in the brain (Kandel,
1998). Physical changes in the brain often trigger
physical changes in other parts of the body too. The
racing heart, dry mouth, and sweaty palms that
accompany a terrifying nightmare are orchestrated by
the brain. A nightmare is a mental state associated with
alterations of brain chemistry that, in turn, provoke
unmistakable changes elsewhere in the body.

Instead of dividing physical from mental health, the

more appropriate and neutral distinction is between

“mental” and “somatic” health. Somatic is a medical
term that derives from the Greek word soma for the
body. Mental health refers to the successful
performance of mental functions in terms of thought,
mood, and behavior. Mental disorders are those health
conditions in which alterations in mental functions are
paramount. Somatic conditions are those in which
alterations in nonmental functions predominate. While
the brain carries out all mental functions, it also carries
out some somatic functions, such as movement, touch,
and balance. That is why not all brain diseases are
mental disorders. For example, a stroke causes a lesion
in the brain that may produce disturbances of
movement, such as paralysis of limbs. When such
symptoms predominate in a patient, the stroke is
considered a somatic condition. But when a stroke
mainly produces alterations of thought, mood, or
behavior, it is considered a mental condition (e.g.,
dementia). The point is that a brain disease can be seen

as a mental disorder or a somatic disorder depending on
the functions it perturbs.

The Roots of Stigma

Stigmatization of people with mental disorders has
persisted throughout history. It is manifested by bias,
distrust, stereotyping, fear, embarrassment, anger,
and/or avoidance. Stigma leads others to avoid living,

_socializing or working with, renting to, or employing

people with mental disorders, especially severe
disorders such as schizophrenia (Penn & Martin, 1998;
Corrigan & Penn, 1999). It reduces patients’ access to
resources and opportunities (e.g., housing, jobs) and
leads to low self-esteem, isolation, and hopelessness. It
deters the public from seeking, and wanting to pay for,
care. In its most overt and egregious form, stigma
results in outright discrimination and abuse. More
tragically, it deprives people of their dignity and
interferes with their full participation in society.
Explanations for stigma stem, in part, from the
misguided split between mind and body first proposed
by Descartes. Another source of stigma lies in the 19th-
century separation of the mental health treatment

‘system in the United States from the mainstream of

health. These historical influences exert an often
immediate influence on perceptions and behaviors in
the modern world.

Separation of Treatment Systems

In colonial times in the United States, people with
mental illness were described as “lunaticks” and were
largely cared for by families. There was no concerted
effort to treat mental illness until urbanization in the
early 19th century created a societal problem that
previously had been relegated to families scattered
among small rural communities. Social policy assumed
the form of isolated asylums where persons with mental
illness were administered the reigning treatments of the
era. By the late 19th century, mental illness was
thought to grow “out of a violation of those physical,
mental and moral laws which, properly understood and
obeyed, result not only in the highest development of
the race, but the highest type of civilization” (cited in
Grob, 1983). Throughout the history of
institutionalization in asylums (later renamed mental
hospitals), reformers strove to improve treatment and
curtail abuse. Several waves of reform culminated in



the deinstitutionalization movement that began in the
1950s with the goal of shifting patients and care to the
community.

public Attitudes About Mental llIness: 1950s to

1990s
Nationally representative surveys have tracked public

attitudes about mental illness since the 1950s (Star,
1952. 1955; Gurin et al., 1960; Veroff et al., 1981). To
permit comparisons over time, several surveys of the
1970s and the 1990s phrased questions exactly as they
had been asked in the 1950s (Swindle et al., 1997).

In the 1950s, the public viewed mental illness as a
stigmatized condition and displayed an unscientific
understanding of mental illness. Survey respondents
typically were not able to identify individuals as
~mentally ilI” when presented with vignettes of
individuals who would have been said to be mentally ill
according to the professional standards of the day. The
public was not particularly skilled at distinguishing
mental illness from ordinary unhappiness and worry
and tended to see only extreme forms of be-
havior—namely psychosis—as mental illness. Mental
illness carried great social stigma, especially linked
with fear of unpredictable and violent behavior (Star,
1952, 1955; Gurin et al., 1960; Veroff et al., 1981).

By 1996, amodern survey revealed that Americans
had achieved greater scientific understanding of mental
illness. But the increases in knowledge did not defuse
soctal stigma (Phelan et al., 1997). The public learned
to define mental illness and to distinguish it from
ordinary worry and unhappiness. It expanded its
definition of mental illness to encompass anxiety,
depression, and other mental disorders. The public
attributed mental illness to a mix of biological
abnormalities and vulnerabilities to social and
psychological stress (Link et al., in press). Yet, in
comparison with the 1950s, the public’s perception of
mental illness more frequently incorporated violent
bghavior (Phelan et al., 1997). This was primarily true
among those who defined mental illness to include
psychosis (a view held by about one-third of the entire
sample). Thirty-one percent of this group mentioned
violence in its descriptions of mental illness, in
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comparison with 13 percent in the 1950s. In other
words, the perception of people with psychosis as being
dangerous is stronger today than in the past (Phelan et
al.,, 1997).

The 1996 survey also probed how perceptions of

_ those with mental illness varied by diagnosis. The

public was more likely to consider an individual with
schizophrenia as having mental illness than an
individual with depression. All of them were
distinguished reasonably well from a worried and
unhappy individual who did not meet professional
criteria for a mental disordgr. The desire for social
distance was consistent with this hierarchy (Link et al.,
in press).

Why is stigma so strong despite better public
understanding of mental illness? The answer appears
to be fear of violence: people with mental illness,
especially those with psychosis, are perceived to be
more violent than in the past (Phelan et al., 1997).

This finding begs yet another question: Are people
with mental disorders truly more violent? Research
supports some public concerns, but the overall
likelihood of violence is low. The greatest risk of
violence is from those who have dual diagnoses, i.e.,
individuals who have a mental disorder as well as a
substance abuse disorder (Swanson, 1994; Eronen et
al., 1998; Steadman et al., 1998). There is a small
elevation in risk of violence from individuals with
severe mental disorders (e.g., psychosis), especially if
they are noncompliant with their medication (Eronen et
al., 1998; Swartz et al., 1998). Yet the risk of violence
is much less for a stranger than for a family member or
person who is known to the person with mental illness
(Eronen et al., 1998). In fact, there is very little risk of
violence or harm to a stranger from casual contact
with an individual who has a mental disorder. Because
the average person is ill-equipped to judge whether
someone who is behaving erratically has any of these
disorders, alone or in combination, the natural tendency
is to be wary. Yet, to put this all in perspective, the
overall contribution of mental disorders to the total
level of violence in society is exceptionally small
(Swanson, 1994).
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Because most people should have little reason to
fear violence from those with mental illness, even in its
most severe forms, why is fear of violence so
entrenched? Most speculations focus on media
coverage and deinstitutionalization (Phelanetal., 1997;
Heginbotham, 1998). One series of surveys found that
selective media reporting reinforced the public’s
stereotypes linking violence and mental illness and
encouraged people to distance themselves from those
with mental disorders (Angermeyer & Matschinger,
1996). And yet, deinstitutionalization made this
distancing impossible over the 40 years as the
population of state and county mental hospitals- was
* reduced from a high of about 560,000 in. 1955 to well
below 100,000 by the 1990s (Bachrach, 1996). Some
advocates of deinstitutionalization expected stigma to
be reduced with community care and commonplace
exposure. Stigma might have been greater today had
not public education resulted in a more scientific
understanding of mental illness.

Stigma and Seeking Help for Mental Disorders -
Nearly two-thirds of all people with diagnosable mental
disorders do not seek treatment (Regier et al., 1993;
Kessler et al., 1996). Stigma surrounding. the receipt of
mental health treatment is among the many barriers that
discourage people from seeking treatment (Sussman et
al., 1987; Cooper-Patrick et al., 1997). Concern about
stigma appears to be heightened in rural areas in
relation to larger towns or cities (Hoyt et al., 1997).
Stigma also disproportionately affects certain age
groups, as explained in the chapters on children and
older people.

The surveys cited above conceming evolving
public attitudes about mental illness also monitored
how people would cope with, and seek treatment for,
mental illness if they became symptomatic. (The term
“nervous breakdown” was used in lieu of the term
“mental illness” in the 1996 survey to allow for
comparisons with the surveys in the 1950s and 1970s.)
The 1996 survey found that people were likelier than in
the past to approach mental illness by coping with,
rather than by avoiding, the problem. They also were
more likely now to want informal social supports (e.g.,

self-help groups). Those who now sought formal
support increasingly preferred counselors,
psychologists, and social workers (Swindle et al.,
1997).

* Stigma and Paying for Mental Disorder Treatment

Another manifestation of stigma is reflected in the
public’s reluctance to pay for mental health services.
Public willingness to pay for mental health treatment,
particularly through insurance premiums or taxes, has
been assessed largely through public opinion polls.
Members of the public réport a greater willingness to
pay for insurance coverage for individuals with severe
mental disorders, such as schizophrenia and depression,
rather than for less severe conditions such as worry and
unhappiness (Hanson, 1998). While the public
generally appears to support paying for treatment, its
support diminishes upon the realization that higher
taxes or premiums would be necessary (Hanson, 1998).
In the lexicon of survey research, the willingness to pay
for mental illness treatment services is considered to be
“soft.” The public generally ranks insurance coverage
for mental disorders below that for somatic disorders
(Hanson, 1998).

Reducing Stigma

There is likely no simple or single panacea to eliminate
the stigma associated with mental illness. Stigma was
expected to abate with increased knowledge of mental
illness, but just the opposite occurred: stigma in some
ways intensified over the past 40 years even though
understanding improved. Knowledge of mental illness
appears by itself insufficient to dispel stigma (Phelan et
al., 1997). Broader knowledge may be warranted,
especially to redress public fears (Penn & Martin,
1998). Research is beginning to demonstrate that
negative perceptions about severe mental illness can be
lowered by furnishing empirically based information on
the association between violence and severe mental
illness (Penn & Martin, 1998). Overall approaches to
stigma reduction involve programs of advocacy, public
education, and contact with persons with mental illness
through schools and other societal institutions
(Corrigan & Penn, 1999).



Another way to eliminate stigma is to find causes
and effective treatments for mental disorders (Jones,
1998). History suggests this to be true. Neurosyphilis
and pellagra are illustrative of mental disorders for
which stigma has receded. In the early part of this
century. about 20 percent of those admitted to mental
hospitals had “general paresis,” later identified as
tertiary syphilis (Grob, 1994). This advanced stage of
syphilis occurs when the bacterium invades the brain
and causes neurological deterioration (including

psychosis), paralysis, and death. The discoveries of an

intfectious etiology and of penicillin led to the virtual
elimination of neurosyphilis. Similarly, when pellagra
was traced to a nutrient deficiency, and nutritional
supplementation with niacin was introducéd, the
condition was eventually eradicated in the developed
world. Pellagra’s victims with delirium had been placed
in mental hospitals early in the 20th century before its
ctiology was clarified. Although no one has
documented directly the reduction of public stigma
toward these conditions over the early and later parts of
this century, disease eradication through widespread
acceptance of treatment (and its cost) offers indirect
proof.

Ironically, these examples also illustrate a more
unsctiling consequence: that the mental health field was
adversely affected when causes and treatments were
identified. As advances were achieved, each condition
was transferred from the mental health field to another
medical specialty (Grob, 1991). For instance, dominion
over syphilis was moved to dermatology, internal
medicine, and neurology upon advances in etiology and
trcatment. Dominion over hormone-related mental
disorders was moved to endocrinology under similar
circumstances. The consequence of this transformation,
according to historian Gerald Grob, is that the mental
health field became over the years the repository for
mental disorders whose etiology was unknown. This
left the mental health field “vulnerable to accusations
by their medical brethren that psychiatry was not part
of medicine, and that psychiatric practice rested on
superstition and myth” (Grob, 1991).

These historical examples signify that stigma
dissipates for individual disorders once advances
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render them less disabling, infectious, or disfiguring.
Yet the stigma surrounding other mental disorders not
only persists but may be inadvertently reinforced by
leaving to mental health care only those behavioral
conditions without known causes or cures. To point this

~ out is not intended to imply that advances in mental

health should be halted; rather, advances should be
nurtured and heralded. The purpose here is to explain
some of the historical origins of the chasm between the
health and mental health fields.

Stigma must be overcome. Research that will
continue to yield increasingly effective treatments for
mental disorders promises t0 be an effective antidote.
When people understand that mental disorders are not
the result of moral failings or limited will power, but
are legitimate illnesses that are responsive to specific
treatments, much of the negative stereotyping may
dissipate. Still, fresh approaches to disseminate
research information and, thus, to counter stigma need
to be developed and evaluated. Social science research
has much to contribute to the development and
evaluation of anti-stigma programs (Corrigan & Penn,
1999). As stigma abates, a transformation in public
attitudes should occur. People should become eager to
seek care. They should become more willing to absorb
its cost. And, most importantly, they should become far
more receptive to the messages that are the subtext of
this report: mental health and mental illness are part of
the mainstream of health, and they are a concern for all
people.

The Science Base of the Report

Reliance on Scientific Evidence

The statements and conclusions throughout this report
are documented by reference to studies published in the
scientific literature. For the most part, this report cites
studies of empirical—rather than theoretical—research,
peer-reviewed journal articles including reviews that
integrate findings from numerous studies, and books by
recognized experts. When a study has been accepted for
publication but the publication has not yet appeared,
owing to the delay between acceptance and final
publication, the study is referred to as “in press.” The



Mental Health: A Report of the Surgeon General

report refers, on occasion, to unpublished research by
means of reference to a presentation at a professional
meeting or to a “personal communication” from the
researcher, a practice that also is used sparingly in
professional journals. These personal references are to
acknowledged experts whose research is in progress.

Research Methods
Quality research rests on accepted methods of testing
hypotheses. Two of the more common research
methods used in the mental health field are
experimental research and correlational research.
Experimental research is the preferred method for
assessing causation but may be too difficult or too
expensive to conduct. Experimental research strives to
discover cause and effect relationships, such as whether
a new drug is effective for treating a mental disorder. In
an experimental study, the investigator deliberately
introduces an intervention to determine its conse-
quences (i.e., the drug’s efficacy). The investigator sets
up an experiment comparing the effects of giving the
new drug to one group of people, the experimental
group, while giving a placebo (an inert pill) to another
group, the so-called control group. The incorporation of
a control group rules out the possibility that something
other than the experimental treatment (i.e., the new
drug) produces the results. The difference in outcome
between the experimental and control group—which,
in this case, may be the reduction or elimination of the
symptoms of the disorder—then can be causally
attributed to the drug. Similarly, in an experimental
study of a psychological treatment, the experimental
group is given a new type of psychotherapy, while the
control or comparison group receives either no
psychotherapy or a different form of psychotherapy.
With both pharmacological and psychological studies,
the best way to assign study participants, called
subjects, either to the treatment or the control (or
comparison) group is by assigning them randomly to
different treatment groups. Randomization reduces bias
in the results. An experimental study in humans with
randomization is called a randomized controlled trial.
Correlational research is employed when
experimental research is logistically, ethically, or
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financially impossible. Instead of deliberately
introducing an intervention, researchers observe
relationships to uncover whether two factors are
associated, or correlated. Studying the relationship
between stress and depression is illustrative. It would

be unthinkable to introduce seriously stressful events to

- see if they cause depression. A correlational study in

this case would compare a group of people already
experiencing high levels of stress with another group
experiencing low levels of stress to determine whether
the high-stress group is more likely to develop
depression. If this happens, then the results would
indicate that high levels of stress are associated with
depression. The limitation of this type of study is that
it only can be used to establish associations, not cause
and effect relationships. (The positive relationship
between stress and depression is discussed most
thoroughly in Chapter 4.)

Controlled studies—that is, studies with control or
comparison groups—are considered superior to
uncontrolled studies. But not every question in mental
health can be studied with a control or comparison
group. Findings from an uncontrolled study may be
better than no information at all. An uncontrolled study
also may be beneficial in generating hypotheses or in
testing the feasibility of an intervention. The results
presumably would lead to a controlled study. In short,
uncontrolled studies offer a good starting point but are
never conclusive by themselves.

Levels of Evidence

In science, no single study by itself, however well
designed, is generally considered sufficient to establish
causation. The findings need to be replicated by other
investigators to gain widespread acceptance by the
scientific community.

The strength of the evidence amassed for any
scientific fact or conclusion is referred to as “the level
of evidence.” The level of evidence, for example, to
justify the entry of a new drug into the marketplace has
to be substantial enough to meet with approval by the
U.S. Food and Drug Administration (FDA). According
to U.S. drug law, a new drug’s safety and efficacy must
be established through controlled clinical trials



conducted by the drug’s manufacturer or sponsor
FDA. 1998). The FDA’s decision to approve a drug
represents the culmination of a lengthy, research-
intensive process of drug development, which often
consumes years of animal testing followed by human
clinical trials (DiMasi & Lasagna, 1995). The FDA
requires three phases of clinical trials® before a new
Jrue can be approved for marketing (FDA, 1998).
bWith psychotherapy, the level of evidence similarly
must be high. Although there are no formal Federal
laws governing which psychotherapies can be
introduced into practice, professional groups and
experts in the field strive to assess the level of evidence
in a given area through task forces, review articles, and
other methods for evaluating the body of published
«tudies on a topic. This Surgeon General’s report is
replete with references to such evaluations. One of the
most prominent series of evaluations was set in motion
by a group within the American Psychological
Association (APA), one of the main professional
organizations of psychologists. Beginning in the mid-
1990s, the APA’s Division of Clinical Psychology
convened task forces with the objective of establishing
which psychotherapies were of proven efficacy. To
guide their evaluation, the first task force created a set
of criteria that also was used or adapted by subsequent
tusk forces. The first task force actually developed two
sets of criteria: the first, and more rigorous, set of
criteria was for Well-Established Treatments, while the
other set was for Probably Efficacious Treatments
(Chambless et al., 1996). For a psychotherapy to be
well established, at least two experiments with group
designs or similar types of studies must have been
published to demonstrate efficacy. Chapters 3 through
5 of this report describe the findings of the task forces
in relation to psychotherapies for children, adults, and
older adults. Some types of psychotherapies that do not

meet the criteria might be effective but may not have
been studied sufficiently.

" The first phase is to establish safety (Phase I), while the latter two
phases establish efficacy through small and then large-scale

rl:;ngdgonﬂzed controlled clinical trials (Phases II and III) (FDA,
).
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Another way of evaluating a collection of studies
is through a formal statistical technique called a meta-
analysis. A meta-analysis is a way of combining results
from multiple studies. Its goal is to determine the size
and consistency of the “effect” of a particular treatment
or other intervention observed across the studies. The

~ statistical technique makes the results of different
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studies comparable so that an overall “effect size” for
the treatment can be identified. A meta-analysis
determines if there is consistent evidence of a
statistically significant effect of a specified treatment
and estimates the size of the effect, according to widely
accepted standards for a small, medium, or large effect.

Overview of the Report’s Chapters

The preceding sections have addressed overarching
themes in the body of the report. This section provides
a brief overview of the entire report, including a
description of its general orientation and a summary of
key conclusions drawn from each chapter.

Chapter 2 begins with an overview of research
under way today that is focused on the brain and
behavior in mental health and mental illness. It explains
how newer approaches to neuroscience are mending the
mind-body split, which for so long has been a
stumbling block to understanding the relationship of
the brain to behavior, thought, and emotion. Modern
integrative neuroscience offers a means of linking
research on broad “systems-level” aspects of brain
function with the remarkably detailed tools and
findings of molecular genetics. There follows an
overview of mental illness that highlights topics
including symptoms, diagnosis, epidemiology (i.e.,
research having to do with the distribution and
determinants of mental disorders in population groups),
and cost, all of which are discussed in the context of
specific disorders throughout the report. The section on
etiology reviews research that is seeking to define, with
ever greater precision, the causes of mental illnesses.
As will be seen, etiology research must examine
fundamental biological and behavioral processes, as
well as a necessarily broad array of life events. No less
than research on normal healthy development,
etiological research underscores the inextricability of
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nature and nurture, or biological and psychosocial
influences, in mental The section on
development of temperament reveals how mental health
research has attempted over much of the past century to
understand how biological, psychological, and
sociocultural factors meld in health as well as illness.
The chapter then reviews research approaches to the
prevention and treatment of mental disorders and
provides an overview of mental health services and
their delivery. Final sections cover the growing
influence on the mental health field of cultural
diversity, the importance of consumerism, and new
optimism about recovery from mental illness.
Chapters 3, 4, and 5 capture the breadth, depth, and
vibrancy of the mental health field. The chapters probe
mental health and mental illness in children and
adolescents, in adulthood (i.e., in persons up to ages 55
to 65), and in older adults, respectively. This life span
approach reflects awareness that-mental health, and the
brain and behavioral disorders that impinge upon it, are
dynamic, ever-changing phenomena that, at any given
moment, reflect the sum total of every person’s genetic
inheritance and life experiences. The brain is

illness.

extraordinarily “plastic,” or malleable. It interacts with

and responds—both in its function and in its very
structure—to multiple influences continuously, across
every stage of life. Variability in expression of mental
health and mental illness over the life span can be very
subtle or very pronounced. As an example, the
symptoms of separation anxiety are normal in early
childhood but are signs of distress in later childhood
and beyond. It is all too common for people to
appreciate the impact of developmental processes in
children yet not to extend that conceptual
understanding to older people. In fact, older people
continue to develop and change. Different stages of life
are associated with distinct forms of mental and
behavioral disorders and with distinctive capacities for
mental health.

With rare exceptions, few persons are destined to
a life marked by unremitting, acute mental illness. The
most severe, persistent forms of mental illness tend to
be amenable to treatment, even when recurrent and
episodic. As conditions wax and wane, opportunities
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exist for interventions. The goal of an intervention at
any given time may vary. The focus may be on
recovery, prevention of recurrence, or the acquisition of
knowledge or skills that permit more effective
management of an illness. Chapters 3 through 5 cover
a uniform list of topics most relevant to each age
cluster. Topics include mental health; prevention,
diagnosis, and treatment of mental illness; service
delivery; and other services and supports.

It would be impractical for a report of this type to
attempt to address every domain of mental health and
mental illness; therefore, this report casts a spotlight on
selected topics in each of Chapters 3 through 5. The
various disorders featured in ciepth in a given chapter
were selected on the basis of their prevalence and the
clinical, societal, and economic burden associated with
each. To the extent that data permit, the report takes
note of how gender and culture, in addition to age,
influence the diagnosis, course, and treatment of mental
illness. The chapters also note the changing role of
consumers and families, with attention to informal
support services (i.e., unpaid services) with which
patients are so comfortable (Phelan et al., 1997) and
upon which they depend for information. Patients and
families welcome a proliferating array of support
services—such as self-help programs, family self-help,
crisis services, and advocacy—that help them cope
with the isolation, family disruption, and possible loss
of employment and housing that may accompany
mental disorders. Support services can help dissipate
stigma and guide patients into formal care as well.

Although the chapters that address stages of
development afford a sense of the breadth of issues
pertinent to mental health and illness, the report is not
exhaustive. The neglect of any given disorder,
population, or topic should not be construed as
signifying a lack of importance.

Chapter 6 discusses the organization and financing
of mental health services. The first section provides an
overview of the current system of mental health
services, describing where people get care and how
they use services. The chapter then presents
information on the costs of care and trends in spending.
Only within recent decades have the dynamics of



insurance financing become a significant issue in the
mental health field; these are discussed, as is the advent

of managed care. The chapter addresses both positive

ind adverse effects of managed care on access and
quality and describes efforts to guard against untoward
consequences of aggressive cost-containment policies.
The final section documents some of the inequities
between general health care and mental health care and
Jescribes efforts to correct them through legislative
regulation and financing changes.

The confidentiality of all health care information

has emerged as a core issue in recent years, as concerns
reearding the accessibility of health care information
and its uses have risen. As Chapter 7 illustrates, privacy
concerns are particularly keenly felt in the mental
heaith field, beginning with the importance of an
assurance of confidentiality in individual decisions to
seck mental health treatment. The chapter reviews the
legal framework governing confidentiality and potential
problems with that framework, and policy issues that
must be addressed by those concerned with the
confidentiality of mental health and substance abuse
information.

Chapter 8 concludes, on the basis of the extensive
litcrature that the Surgeon General’s report reviews and
summarizes, that the efficacy of mental health
treatment is well-documented. Moreover, there exists
arange of treatments from which people may choose a
particular approach to suit their needs and preferences.
Based on this finding, the report’s principal
recommendation to the American people is to seek help
if you have a mental health problem or think you
have symptoms of mentalillness. The chapter explores
opportunities to overcome barriers to implementing the

recommendation and to have seeking help lead to
etfective treatment.

Chapter Conclusions

Chapter 2: The Fundamentals of Mental
Health and Mental lllness
The past 25 years have been marked by several

discrete, defining trends in the mental health field.
These have included:
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1. The extraordinary pace and productivity of
scientific research on the brain and behavior;

2. The introduction of a range of effective treatments
for most mental disorders;

3. A dramatic transformation of our society’s
approaches to the organization and financing of
mental health care; and

4. The emergence of powerful consumer and family
movements.

Scientific Research. The brain has emerged as the
central focus for studies of mental health and mental
illness. New scientific disciplines, technologies, and
insights have begun to weave a seamless picture of the
way in which the brain mediates the influence of
biological, psychological, and social factors on human
thought, behavior, and emotion in health and in illness.
Molecular and cellular biology and molecular genetics,
which are complemented by sophisticated cognitive and
behavioral sciences, are preeminent research
disciplines in the contemporary neuroscience of mental
health. These disciplines are affording unprecedented
opportunities for “bottom-up” studies of the brain. This
term refers to research that is examining the workings
of the brain at the most fundamental levels. Studies
focus, for example, on the complex neurochemical
activity that occurs within individual nerve cells, or
neurons, to process information; on the properties and
roles of proteins that are expressed, or produced, by a
person’s genes; and on the interaction of genes with
diverse environmental influences. All of these activities
now are understood, with increasing clarity, to underlie
learning, memory, the experience of emotion, and,
when these processes go awry, the occurrence of
mental illness or a mental health problem.

Equally important to the mental health field is “top-
down” research; here, as the term suggests, the aim is
to understand the broader behavioral context of the
brain’s cellular and molecular activity and to learn how
individual neurons work together in well-delineated
neural circuits to perform mental functions.

Effective Treatments. As information accumulates
about the basic workings of the brain, it is the task of
translational research to transfer new knowledge into
clinically relevant questions and targets of research



opportunity—to discover, for example, what specific
properties of a neural circuit might make it receptive to

safer, more effective medications. To elaborate on this

example, theories derived from knowledge about basic
brain mechanisms are being wedded more closely to
brain imaging tools such as functional Magnetic
Resonance Imaging (MRI) that can observe actual brain
activity. Such a collaboration would permit investi-
gators to monitor
intended as the “targets” of a new medication to treat a
mental illness or, indeed, to determine how to optimize
the effect on the brain of the learning achieved through
psychotherapy.

In its entirety, the new “integrative neuroscience”
of mental health offers a way to circumvent the
antiquated split between the mind and the body that
historically has hampered mental health research. It
also makes it possible to examine scientifically many of
the important psychological and behavioral theories
regarding normal development and mental illness that
have been developed in years past. The unswerving
goal of mental health research is to develop and refine
clinical treatments as well as preventive interventions
that are based on an understanding of specific
mechanisms that can contribute to or lead to illness but
also can protect and enhance mental health.

Mental health clinical research encompasses
studies that involve human participants, conducted, for
example, to test the efficacy of a new treatment. A
noteworthy feature of contemporary clinical research is
the new emphasis being placed on studying the
effectiveness of interventions in actual practice
settings. Information obtained from such studies
increasingly provides the foundation for services
research concerned with the cost, cost-effectiveness,
and “deliverability” of and the
design—including economic considerations—of ser-
vice delivery systems.

Organization and Financing of Mental Health
Care. Another of the defining trends has been the
transformation of the mental illness treatment and
mental health services landscapes, including increased
reliance on primary health care and other human
service providers. Today, the U.S. mental health system
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is multifaceted and complex, comprising the public and
private sectors, general health and specialty mental
health providers, and social services, housing, criminal
Jjustice, and educational agencies. These agencies do
not always function in a coordinated manner. Its
configuration reflects necessary responses to a broad
array of factors including reform movements, financial
incentives based on who pays for what kind of services,
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Although the hybrid system that exists today serves
diverse functions well for many people, individuals
with the most complex needs and the fewest financial
resources often find the system fragmented and
difficult to use. A challenge for the Nation in the near-
term future is to speed the transfer of new evidence-
based treatments and prevention interventions into
diverse service delivery settings and systems, while
ensuring greater coordination among these settings and
systems.

Consumer and Family Movements. The emergence
of vital consumer and family movements promises to
shape the direction and complexion of mental health
programs for many years to come. Although divergent
in their historical origins and philosophy, organizations
representing consumers and family members have
promoted important, often overlapping goals and have
invigorated the fields of research as well as treatment
and service delivery design. Among the principal goals
shared by much of the consumer movement are to
overcome stigma and prevent discrimination in policies
affecting persons with mental illness; to encourage self-
help and a focus on recovery from mental illness; and
to draw attention to the special needs associated with a
particular disorder or disability, as well as by age or
gender or by the racial and cultural identity of those
who have mental illness.

Chapter 2 of the report was written to provide
background information that would help persons from
outside the mental health field better understand topics
addressed in subsequent chapters of the report.
Although the chapter is meant to serve as a mental
health primer, its depth of discussion supports a range
of conclusions:



" The multifaceted complexity of the brain is fully
consistent with the fact that it supports all behavior
and mental life.
acknowledgment that all psychological experiences
are recorded ultimately in the brain and that all
psychological phenomena reflect biological
processes, the modern neuroscience of mental
health offers an enriched understanding of the
inseparability of human experience, brain, and
mind.

. Mental functions, which are disturbed in mental

disorders, are mediated by the brain. In the process
of transforming human experience into physical
events, the brain undergoes changes in its cellular
structure and function. :

. Few lesions or physiologic abnormalities define the
mental disorders, and for the most part their causes
remain unknown. Mental disorders, instead, are
defined by signs, symptoms, and functional
impairments.

. Diagnoses of mental disorders made using specific
criteria are as reliable as those for general medical
disorders.

. About one in five Americans experiences a mental
disorder in the course of a year. Approximately 15
percent of all adults who have a mental disorder in
one year also experience a co-occurring substance
(alcohol or other drug) use disorder, which
complicates treatment.

. Arange of treatments of well-documented efficacy
exists for most mental disorders. Two broad types
of intervention include psychosocial treat-
ments—for example, psychotherapy or
counseling—and psychopharmacologic treatments;
these often are most effective when combined.

. In the mental health field, progress in developing
preventive interventions has been slow because, for
most major mental disorders, there is insufficient
understanding about etiology (or causes of illness)
and/or there is an inability to alter the known
etiology of a particular disorder. Still, some
successful strategies have emerged in the absence
of a full understanding of etiology.

Proceeding from an-
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8. About 10 percent of the U.S. adult population use
mental health services in the health sector in any
year, with another 5 percent seeking such services
from social service agencies, schools, or religious
or self-help groups. Yet critical gaps exist between
those who need service and those who receive
service. -

9. Gaps also exist between optimally effective
treatment and what many individuals receive in
actual practice settings.

Mental illness and less severe mental health
problems must be understood in a social and
cultural context, and mental health services must
be designed and delivered in a manner that is
sensitive to the perspectives and needs of racial and
ethnic minorities.

The consumer movement has increased the
involvement of individuals with mental disorders

-and their families in mutual support services,

consumer-run services, and advocacy. They are
powerful agents for changes in service programs
and policy.
The notion of recovery reflects renewed optimism
about the outcomes of mental illness, including that
achieved through an individual’s own self-care
efforts, and the opportunities open to persons with
mental illness to participate to the full extent of
their interests in the community of their choice.

10.

11

12.

Mental Health and Mental Illness Across the
Lifespan

The Surgeon General’s report takes a lifespan ap-
proach to its consideration of mental health and mental
illness. Three chapters that address, respectively, the
periods of childhood and adolescence, adulthood, and
later adult life beginning somewhere between ages 55
and 65, capture the contributions of research to the
breadth, depth, and vibrancy that characterize all facets
of the contemporary mental health field.

The disorders featured in depth in Chapters 3, 4,
and 5 were selected on the basis of the frequency with
which they occur in our society, and the clinical,
societal, and economic burden associated with each. To
the extent that data permit, the report takes note of how
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gender and culture, in addition to age, influence the
diagnosis, course, and treatment of mental illness. The
chapters also note the changing role of consumers and
families, with attention to informal support services
(i.e., unpaid services), with which many consumers are
comfortable and upon which they depend for
information. Persons with mental illness and, often,
their families welcome a proliferating array of support
services—such as self-help programs, family self-help,
crisis services, and advocacy—that help them cope
with the isolation, family disruption, and possible loss
of employment and housing that may accompany
mental disorders. Support services can help to dissipate
stigma and to guide patients into formal care as well.

Mental health and mental illness are dynamic, ever-
changing phenomena. Atany given moment, a person’s
mental status reflects the sum total of that individual’s
genetic inheritance and life experiences. The brain
interacts with and responds—both in its function and in
its very structure—to multiple influences continuously,
across every stage of life. At different stages,
variability in expression of mental health and mental
illness can be very subtle or very pronounced. As an
example, the symptoms of separation anxiety are
normal in early childhood but are signs of distress in
later childhood and beyond. It is all too-common for
people to appreciate the impact of developmental
processes in children, yet not to extend that conceptual
understanding to older people. In fact, people continue
to develop and change throughout life. Different stages
of life are associated with vulnerability to distinct
forms of mental and behavioral disorders but also with
distinctive capacities for mental health.

Even more than is true for adults, children must be
seen in the context of their social environments—that
is, family and peer group, as well as that of their larger
physical and cultural surroundings. Childhood mental
health is expressed in this context, as children proceed
along the arc of development. A great deal of
contemporary research focuses on developmental
processes, with the aim of understanding and predicting
the forces that will keep children and adolescents
mentally healthy and maintain them on course to
become mentally healthy adults. Research also focuses
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on identifying what factors place some at risk for
mental illness and, yet again, what protects some
children but not others despite exposure to the same
risk factors. In addition to studies of normal
development and of risk factors, much research focuses
on mental disorders in childhood and adolescence and
what can be done to prevent or treat these conditions
and on the design and operation of service settings best
suited to the needs experienced by children.

For about one in five Americans, adulthood—a
time for achieving productive vocations and for
sustaining close relationships at home and in the
community—is interrupted . by mental illness.
Understanding why and how mental disorders occur in
adulthood, often with no apparent portents of illness in
earlier years, draws heavily on the full panoply of
research conducted under the aegis of the mental health
field. In years past, the onset, or occurrence, of mental
illness in the adult years, was attributed principally to
observable phenomena—for example, the burden of
stresses associated with career or family, or the
inheritance of a disease viewed to run in a particular
family. Such explanations now may appear naive at
best. Contemporary studies of the brain and behavior
are racing to fill in the picture by elucidating specific
neurobiological and genetic mechanisms that are the
platform upon which a person’s life experiences can
either strengthen mental health or lead to mental
illness. It now is recognized that factors that influence
brain development prenatally may set the stage for a
vulnerability to illness that may lie dormant throughout
childhood and adolescence. Similarly, no single gene
has been found to be responsible for any specific
mental disorder; rather, variations in multiple genes
contribute to a disruption in healthy brain function that,
under certain environmental conditions, results in a
mental illness. Moreover, it is now recognized that
socioeconomic factors affect individuals’ vulnerability
to mental illness and mental health problems. Certain
demographic and economic groups are more likely than
others to experience mental health problems and some
mental disorders. Vulnerability alone may not be
sufficient to cause a mental disorder; rather, the causes
of most mental disorders lie in some combination of



senetic and environmental factors, which may be
;iological or psychosocial.

The fact that many, if not most, people have
experienced mental health problems that mimic or even
match some of the symptoms of a diagnosable mental
Jisorder tends, ironically, to prompt many people to
underestimate the painful, disabling nature of severe
mental illness. In fact, schizophrenia, mood disorders
wuch as major depression and bipolar illness, and
anxiety often are devastating conditions. Yet relatively
few mental illnesses have an unremitting course mark-
ed by the most acute manifestations of illness; rather,
for reasons that are not yet understood, the symptoms
associated with mental illness tend to wax and wane.
These patterns -pose special challenges to the
implementation of treatment plans and the design of
service systems that are optimally responsive to an
individual’s needs during every phase of illness. As this
report concludes, enormous strides are being made in
diagnosis, treatment, and service delivery, placing the
productive and creative possibilities of adulthood
within the reach of persons who are encumbered by
mental disorders. »

Late adulthood is when changes in health status
may become more noticeable and the ability to
compensate for decrements may become limited. As the
brain ages, a person’s capacity for certain mental tasks
tends to diminish, even as changes in other mental
activities prove to be positive and rewarding. Well into
late life, the ability to solve novel problems can be
enhanced through training in cognitive skills and
problem-solving strategies.

The promise of research on mental health
promotion notwithstanding, a substantial minority of
older people are disabled, often severely, by mental
disorders including Alzheimer’s disease, major
depression, substance abuse, anxiety, and other
conditions. In the United States today, the highest rate
of suicide—an all-too-common consequence of
unrecognized orinappropriately treated depression—is
found in older males. This fact underscores the urgency
of ensuring that health care provider training properly
emphasizes skills required to differentiate accurately
the causes of cognitive, emotional, and behavioral

17

Introduction and Themes

symptoms that may, in some instances, rise to the level
of mental disorders, and in other instances be
expressions of unmet general medical needs.

As the life expectancy of Americans continues to
extend, the sheer number—although not necessarily the
proportion—of persons experiencing mental disorders
of late life will expand, confrbnting our society with
unprecedented challenges in organizing, financing, and
delivering effective mental health services for this
population. An essential part of the needed societal
response will include recognizing and devising
innovative ways of supportjng the increasingly more
prominent role that families are assuming in caring for
older, mentally impaired and mentaily ill family
members.

Chapter 3: Children and Mental Health

1. Childhood is characterized by periods of transition
and reorganization, making it critical to assess the
mental health of children and adolescents in the
context of familial, social, and cultural
expectations about age-appropriate thoughts,
emotions, and behavior.

2. The range of what is considered “normal” is wide;
still, children and adolescents can and do develop
mental disorders that are more severe than the “ups
and downs” in the usual course of development.

3. Approximately one in five children and adolescents
experiences the signs and symptoms of a DSM-IV
disorder during the course of a year, but only about
5 percent of all children experience what
professionals term “extreme functional impair-
ment.”

4. Mental disorders and mental health problems
appear in families of all social classes and of all
backgrounds. No one is immune. Yet there are
children who are at greatest risk by virtue of a
broad array of factors. These include physical
problems; intellectual disabilities (retardation); low
birth weight; family history of mental and addictive
disorders; multigenerational poverty; and caregiver
separation or abuse and neglect.

5. Preventive interventions have been shown to be
effective in reducing the impact of risk factors for
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10.

11.

mental disorders and improving social and
emotional development by providing, for example,
educational programs for young children, parent-
education programs, and nurse home visits.

A range of efficacious psychosocial and
pharmacologic treatments exists for many mental
disorders in children, including attention-
deficit/hyperactive disorder, depression, and the
disruptive disorders.

Research is under way to demonstrate the
effectiveness of most treatments for children in
actual practice settings (as opposed to evidence of
“efficacy” in controlled research settings), and
significant barriers exist to receipt of treatment.
Primary care and the schools are major settings for
the potential recognition of mental disorders in
children and adolescents, yet trained staff are
limited, as are options for referral to specialty care.
The multiple problems associated with “serious
emotional disturbance” in children and adolescents
are best addressed with a “systems” approach in
which multiple service sectors work in an
organized, collaborative way. Research on the
effectiveness of systems of care shows positive
results for system outcomes and functional
outcomes for children; however, the relationship
between changes at the system level and clinical
outcomes is still unclear.

Families have become essential partners in the
delivery of mental health services for children and
adolescents.

Cultural differences exacerbate the general
problems of access to appropriate mental health
services. Culturally appropriate services have been
designed but are not widely available.

Chapter 4: Adults and Mental Health

1.

As individuals move into adulthood, develop-
mental goals focus on productivity and intimacy
including pursuit of education, work, leisure,
creativity, and personal relationships. Good mental
health enables individuals to cope with adversity
while pursuing these goals.
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2. Untreated, mental disorders can lead to lost

productivity, unsuccessful - relationships, and
significant distress and dysfunction. Mental illness
in adults can have a significant and continuing
effect on children in their care.

. Stressful life events or the manifestation of mental

illness can disrupt the balance adults seek in life
and result in distress and dysfunction. Severe or
life-threatening trauma experienced either in
childhood or adulthood can further provoke
emotional and behavioral reactions that jeopardize

mental health.

. Research has improvea -our understanding of

mental disorders in the adult stage of the life cycle.
Anxiety, depression, and schizophrenia,
particularly, present special problems in this age
group. Anxiety and depression contribute to the
high rates of suicide in this population.
Schizophrenia is the most persistently disabling
condition, especially for young adults, in spite of
recovery of function by some individuals in mid to

. late life.
. Research has contributed to our ability to

recognize, diagnose, and treat each of these
conditions effectively in terms of symptom control
and behavior management. Medication and other
therapies can be independent, combined, or
sequenced depending on the individual’s diagnosis
and personal preference.

. A new recovery perspective is supported by

evidence on rehabilitation and treatment as well as
by the personal experiences of consumers.

. Certain common events of midlife (e.g., divorce or

other stressful life events) create mental health
problems (not necessarily disorders) that may be
addressed through a range of interventions.

. Care and treatment in the real world of practice do

not conform to what research determines is best.
For many reasons, at times care is inadequate, but
there are models for improving treatment.

. Substance abuse is a major co-occurring problem

for adults with mental disorders. Evidence supports
combined treatment, although there are substantial



gaps between what research recommends and what
typically is available in communities.

_ Sensitivity to culture, race, gender, disability,
poverty. and the need for consumer involvement
are important considerations for care and treatment.

11. Barriers of access exist in the organization and

financing of services for adults. There are specific
problems with Medicare, Medicaid, income
supports. housing, and managed care.

Chapter 5: Older Adults and Mental Health
|. Important life tasks remain for individuals as they

age. Older individuals continue to learn and

contribute to the society, in spite of physiologic

changes due to aging and increasing health
problems. :

Continued intellectual, social, and physical activity

throughout the life cycle are important for the

maintenance of mental health in late life.

3. Stressful life events, such as declining health
and/or the loss of mates, family members, or
friends often increase with age. However,
persistent bereavement or serious depression is not
“normal” and should be treated.

4. Normal aging is not characterized by mental or
cognitive disorders. Mental or substance use
disorders that present alone or co-occur should be
recognized and treated as illnesses.

5. Disability due to mental illness in individuals over

65 years old will become a major public health

problem in the near future because of demographic

changes. In particular, dementia, depression, and
schizophrenia, among other conditions, will all
present special problems in this age group:

a.  Dementia produces significant dependency and
is a leading contributor to the need for costly
long-term care in the last years of life;

b. Depression contributes to the high rates of
suicide among males in this population; and

¢. Schizophrenia continues to be disabling in
spite of recovery of function by some
individuals in mid to late life.

There are effective interventions for most mental

disorders experienced by older persons (for

tJy
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example, depression and anxiety), and many
mental health problems, such as bereavement.

7. Older individuals can benefit from the advances in
psychotherapy, medication, and other treatment
interventions for mental disorders enjoyed by
younger adults, when these interventions are
modified for age and health status.

8. Treatingolder adults with mental disorders accrues
other benefits to overall health by improving the
interest and ability of individuals to care for
themselves and follow their primary care
provider’s directions and advice, particularly about
taking medications.. ‘

9, Primary care practitioners are a critical link in
identifying and addressing mental disorders in
older adults. Opportunities are missed to improve
mental health and general medical outcomes when
mental illness is underrecognized and undertreated
in primary care settings.

Barriers to access exist in the organization and

financing of services for aging citizens. There are

- specific problems with Medicare, Medicaid,

nursing homes, and managed care.

10.

Chapter 6: Organization and Financing of
Mental Health Services

In the United States in the late 20th century, research-
based capabilities to identify, treat, and, in some
instances, prevent mental disorders is outpacing the
capacities of the service system the Nation has in place
to deliver mental health care to all who would benefit
from it. Approximately 10 percent of children and
adults receive mental health services from mental
health specialists or general medical providers in a
given year. Approximately one in six adults, and one in
five children, obtain mental health services either from
health care providers, the clergy, social service
agencies, or schools in a given year.

Chapter 6 discusses the organization and financing
of mental health services. The chapter provides an
overview of the current system of mental health
services, describing where people get care and how
they use services. The chapter then presents
information on the costs of care and trends in spending.
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Only within recent decades, in the face of concerns
about discriminatory policies in mental health
financing, have the dynamics of insurance financing
become a significant issue in the mental health field. In
particular, policies that have emphasized cost
containment have ushered in managed care. Intensive
research currently is addressing both positive and
adverse effects of managed care on access and quality,
generating information that will guard against untoward
consequences of aggressive cost-containment policies.

Inequities in insurance coverage for mental health and

general medical care—the product of decades of stigma

and discrimination—have prompted efforts to correct

them through legislation designed to produce financing
changes and create parity. Parity calls for equality
between mental health and other health 'coverage.

1. Epidemiologic surveys indicate that one in five
Americans has a mental disorder in any one year.

2. Fifteen percent of the adult population use some
form of mental health service during the year. Eight
percent have a mental disorder; 7 percent have a
mental health problem. '

3. Twenty-one percent of children ages 9 to 17
receive mental health services in a year.

4. The U.S. mental health service system is complex
and connects many sectors (public—private,
specialty—general health, health-social welfare,
housing, criminal justice, and education). As a
result, care may become organizationally
fragmented, creating barriers to access. The system
is also financed from many funding streams,
adding to the complexity, given sometimes
competing incentives between funding sources.

5. In 1996, the direct treatment of mental disorders,
substance abuse, and Alzheimer’s disease cost the
Nation $99 billion; direct costs for mental
disorders alone totaled $69 billion. In 1990,
indirect costs for mental disorders alone totaled
$79 billion. |

6. Historically, financial barriers to mental health

- services have been attributable to a variety of
economic forces and concerns (e.g., market failure,
adverse ‘selection, moral hazard, and public
provision). This has accounted for differential
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resource allocation rules for financing mental

heaith services. :

a. “Parity” legislation has been a partial solution
to this set of problems.

b. Implementing parity has resulted in negligible
cost increases where the care has been
managed.

7. In recent years, managed care has begun to
introduce dramatic changes into the organization
and financing of health and mental health services.

8. Trends indicate that in some segments of the
private sector per capita mental health expenditures
have declined much fastér than they have for other
conditions.

9. There is little direct evidence of problems with
quality in well-implemented managed care
programs. The risk for more impaired populations
and children remains a serious concern.
An array of quality monitoring and quality
improvement mechanisms has been developed,
although incentives for their full implementation
~ has yet to emerge. In addition, competition on the
basis of quality is only beginning in the managed
care industry.

There is increasing concern about consumer

satisfaction and consumers’ rights. A Consumers

Bill of Rights has been developed and implemented

in Federal Employee Health Benefit Plans, with

broader legislation currently pending in the

Congress. '

10.

11.

Chapter 7: Confidentiality of Mental Health
Information: Ethical, Legal, and Policy Issues
In an era in which the confidentiality of all health care
information, its accessibility, and its uses are of
concern to all Americans, privacy issues are
particularly keenly felt in the mental health field. An
assurance of confidentiality is understandably critical
in individual decisions to seek mental health treatment.
Although an extensive legal framework governs
confidentiality of consumer-provider interactions,
potential problems exist and loom ever larger.
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People’s willingness to seek help is contingent on
their confidence that personal revelations of mental
distress will not be disclosed without their consent.
The U.S. Supreme Court recently has upheld the
right to the privacy of these records and the
therapist-client relationship.

Although confidentiality issues are common to
health care in general, there are special concerns
for mental health care and mental health care
records because of the extremely personal nature of
the material shared in treatment.

State and Federal laws protect the confidentiality
of health care information but are often incomplete
because of numerous exceptions which often vary
from state to state. Several states have imple-
mented or proposed models for protecting privacy
that may serve as a guide to others.

. States, consumers, and family advocates take

differing positions on disclosure of mental health
information without consent to family caregivers.
In states that allow such disclosure, information
provided is usually limited to diagnosis, prognosis,
and information regarding treatment, specifically
medication.

When conducting mental health research, it is in
the interest of both the researcher -and the
individual participant to address informed consent
and to obtain certificates of confidentiality before
proceeding. Federal regulations require informed
consent for research being conducted with Federal
funds.

New approaches to managing care and information
technology threaten to further erode the
confidentiality and trust deemed so essential
between the direct provider of mental health
services and the individual receiving those
services. It is important to monitor advances so that
confidentiality of records is enhanced, instead of
impinged upon, by technology.

Until the stigma associated with mental illnesses is
addressed, confidentiality of mental health
information will continue to be a critical point of
concern for payers, providers, and consumers.
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Chapter 8: A Vision for the Future—

Actions for Mental Health in the New
Millennium

The extensive literature that the Surgeon General’s
report reviews and summarizes leads to the conclusion

* that a range of treatments of documented efficacy

exists for most mental disorders. Moreover, a person
may choose a particular approach to suit his or her
needs and preferences. Based on this finding, the
report’s principal recommendation to the American
people is to seek help if you have a mental health
problem or think you have symptoms of a mental
disorder. As noted earlier, stigma interferes with the

willingness of many people—even those who have a

serious mental illness—to seek help. And, as

documented in this report, those who do seek help will
all too frequently learn that there are substantial gaps in
the availability of state-of-the-art mental health services
and barriers to their accessibility. Accordingly, the final
chapter of the report goes on to explore opportunities to
overcome barriers to implementing the
recommendation and to have seeking help lead to
effective treatment.

The final chapter identifies the following courses
of action.

1. Continue to Build the Science Base: Today,
integrative neuroscience and molecular genetics
present some of the most exciting basic research
opportunities in medical science. A plethora of new
pharmacologic agents and psychotherapies for
mental disorders afford new treatment
opportunities but also challenge the scientific
community to develop new approaches to clinical
and health services interventions research. Because
the vitality and feasibility of clinical research
hinges on the willing participation of clinical
research volunteers, it is important for society to
ensure that concerns about protections for
vulnerable research subjects are addressed.
Responding to the calls of managed mental and
behavioral health care systems for evidence-based
interventions will have a much needed and
discernible impact on practice. Special effort is
required to address pronounced gaps in the mental
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health knowledge base. Key among these are the
urgent need for evidence which supports strategies
for mental health promotion and illness prevention.
Additionally, research that explores approaches for
reducing risk factors and strengthening protective
factors for the prevention of mental illness should
be encouraged. As noted throughout the report,
high-quality research and the effective services it
promotes are a potent weapon against stigma.

Overcome Stigma: Powerful and pervasive, stigma-

prevents people from acknowledging their own
mental health problems, much less disclosing them
to others. For our Nation to reduce the burden of
mental illness, to improve access. to care, and to
achieve urgently needed knowledge about the
brain, mind, and behavior, stigma must no longer
be tolerated. Research on brain and behavior that
continues to generate ever more effective
treatments for mental illnesses is a potent antidote
to stigma. The issuance of this Surgeon General’s
Report on Mental Health seeks to help reduce
stigma by dispelling myths about mental illness, by
providing accurate knowledge to ensure more
informed consumers, and by encouraging help
seeking by individuals experiencing mental health
problems. '
Improve Public Awareness of Effective Treatment:
Americans are often unaware of the choices they
have for effective mental health treatments. In fact,
there exists a constellation of several treatments of
documented efficacy for most mental disorders.
Treatments fall mainly under several broad catego-
ries—counseling, psychotherapy, medication ther-
apy, rehabilitation—yet within each category are
many more choices. All human services
professionals, not just health professionals, have an
obligation tobe better informed about mental health
treatmentresourcesintheircommunities and should
encourage individuals to seek help from any source
in which they have confidence.

Ensure the Supply of Mental Health Services and
Providers: The fundamental components of effective
service delivery, which include integrated
community-based services, continuity of providers
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and treatments, family support services (including
psychoeducation), and culturally sensitive services,
are broadly agreed upon, yet certain of these and
other mental health services are inconsistently short
supply, both regionally and, in some instances,
nationally. Because the service systemasawhole, as
opposed to treatment services considered in
isolation, dictates the outcome of recovery-oriented
mental health care, it is imperative to expand the
supply of effective, evidence-based services
throughout the Nation. Key personnel shortages
include mental _healt'h professionals serving
children/adolescents and older people with serious
mental disorders and specialists with expertise in
cognitive-behavioral therapy and interpersonal
therapy, two forms of psychotherapy that research
has shown to be effective for several severe mental
disorders. For adults and children with less severe
conditions, primary health care, the schools, and
otherhumanservices mustbe preparedtoassessand,
attimes, totreatindividuals who come seeking help.
Ensure Delivery of State-of-the-Art Treatments: A
wide variety of effective,community-based services,
carefully refined through years of research, exist for
even the most severe mental illnesses yet are not
being translated intocommunity settings. Numerous
explanations forthe gapbetween whatisknown from
research and what is practiced beg for innovative
strategies to bridge it.

Tailor Treatment to Age, Gender, Race, and
Culture: Mental illness, no less than mental health,
isinfluencedbyage, gender, race, and culture as well
as additional facets of diversity that can be found
within all of these population groups—forexample,
physical disability or a person’s sexual orientation
choices. Tobeeffective, thediagnosis and treatment
of mental illness must be tailored to all
characteristics that shape a person’s image and
identity. The consequences of not understanding
these influences can be profoundly deleterious.
“Culturally competent” services incorporate
understanding of racial and ethnic groups, their
histories, traditions, beliefs, and value systems. With
appropriate training and a fundamental respect for
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clients. any mental health professional can provide
culturally competent services thatreflect sensitivity
toindividual differences and, atthe same time, assign
validity to an individual’s group identity;
Nonetheless, the preference of many members of
ethnic and racial minority groups to be treated by
mental health professionals of similar background
underscores . the need to redress the current
insufficient supply of mental health professionals
who are members of racial and ethnic minority
groups.

Facilitate Entry Into Treatment: Public and private
agencies have an obligation to facilitate entry into
mental health care and treatment through. the
multiple “portals of entry” thatexist: primary health
care. schools, and the child welfare system. To
enhance adherence to treatment, agencies should
offer services that are responsive to the needs and
preferences of service usersand their families. Atthe
same time, some agencies receive inappropriate
referrals. For example, an alarming number of
children and adults with mental illness are in the
criminal justice systeminappropriately. Importantly,
assuring the smallnumber ofindividuals withsevere
mental disorders who pose a threat of danger to
themselves or others ready access to a{dequate and
appropriate services promisestoreduce significantly
the need for coercion in the form of involuntary
commitment to a hospital and/or certain outpatient
treatment requirements that have been legislated in
most states and territories. Coercion should notbe a
substitute for effective care that is sought
voluntarily; consensus on this point testifies to the
need for research designed to enhance adherence to
treatment.

Reduce Financial Barriersto Treatment: Concerns
about the cost of care—concerns made worse by the
disparity ininsurance coverage for mental disorders
in contrast to other illnesses—are among the
foremost reasons why people do not seek needed
mental health care. While both access to and use of
mental health services increase when benefits for
those services are enhanced, preliminary data show
that the effectiveness—and, thus, the value—of
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mental healthcare alsohasincreasedinrecentyears,
whileexpendituresfofscrvices,undermanagedcare,
have fallen. Equality between mental health
coverage and other health coverage—a concept
known as parity—is an affordable and effective
objective.

Scope of Coverage of the Report

This report is comprehensive but not exhaustive in its
coverage of mentalhealthand mentalillness. Itconsiders
mental health facets of some conditions which are not
always associated with the meatal disorders and does not
consider all conditions which can be found in
classifications of mental disorders suchas DSM-IV.The
report includes, for example, a discussion of autism in
Chapter 3 and provides an extensive section on
Alzheimer’s disease in Chapter 5. Although DSM-IV
lists specific mental disorder criteria for both of these
conditions, they often are viewed as being outside the
scope of the mental health field. In both cases, mental
health professionals are involved in the diagnosis and
treatment of these conditions, often characterized by
cognitive and behavioral impairments. The
developmental disabilities and mental retardation are not
discussed except in passing in this report. These
conditions were considered to be beyond its scope witha
care system all their own and very special needs. The
same is generally true forthe addictive disorders, such as
alcoholand otherdruguse disorders. Thelatter, however,
co-occur with such frequency with the other mental
disorders, which are the focus of this report, that the co-
occurrenceisdiscussedthroughout. Thereportcoversthe
epidemiology of addictive disorders and their co-
occurrence with other mental disorders as well as the
treatment of co-occurring conditions. Brief sections on
substance abuse in adolescence and late life also are
included in the report.

Preparation of the Report

In September 1997, the Office of the Surgeon General,
with the approval of the Secretary of the Department of
Health and Human Services, authorized the Substance
Abuse and Mental Health Services Administration
(SAMHSA) to serve as lead operating division for



Mental Health: A Report of the Surgeon General

preparing the first Surgeon General’s Report on Mental
Health. SAMHSA s Center for Mental Health Services
worked in partnership with the National Institute of
Mental Health of the National Institutes of Health to

A 1n
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General David Satcher. These Federal partners
established a Planning Board comprising individuals
representing a broad range of expertise in mental
health, including academicians, mental health
professionals, researchers in neuroscience and service
delivery, and self-identified consumers of mental health
services and family members of consumers of mental
health services. Also included on the Planning Board
were individuals representing Federal operating
divisions, offices, centers, and institutes and private
nonprofit foundations with interests in mental health.
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CHAPTER 2

THE FUNDAMENTALS OF MENTAL HEALTH

Avast body of research on mental health and, to an

even greater extent, on mental illness constitutes
the foundation of this Surgeon General’s report. To
understand and better appreciate the content of the
chapters that follow, readers outside the mental health
field may desire some background information. Thus,
this chapter furnishes a “primer” on topics that the
report addresses. ‘

The chapter begins with an overview of research
under way today that is focused on the neuroscience of
mental health. Modern integrative neuroscience offers
a means of linking research on broad “systems level”
aspects of brain function with the remarkably detailed
tools and findings of molecular biology. The report
begins with a discussion of the brain because it is
central to what makes us human and provides an
understanding of mental health and mental illness. All
of human behavior is mediated by the brain. Consider,
for example, a memory that most people have from
childhood—that of learning to ride a bicycle with the
help of a parent or friend. The fear of falling, the
anxiety of lack of control, the reassurances of a loved
one, and the final liberating experience of mastery and
a newly extended universe create an unforgettable
combination. For some, the memories are not good
ones: falling and being chased by dogs have left marks
of anxiety and fear that may last a lifetime. Science is
revealing how the skill learning, emotional overtones,
and memories of such experiences are put together
physically in the brain. The brain and mind are two
sides of the same coin. Mind is not possible without the
remarkable physical complexity that is built into the
brain, but, in addition, the physical complexity of the
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brain is useless without the sculpting that environment,
experience, and thought itself provides. Thus the brain
is now known to be physically' shaped by contributions
from our genes and our experience, working together.
This strengihens the view that mental disorders are both
caused and can be treated by biological and experiential
processes, working together. This understanding has
emerged from the breathtaking progress in modern
neuroscience that has begun to integrate knowledge
from biological and behavioral sciences.

An overview of mental illness follows the section
on modern integrative brain science. The section
highlights topics including symptoms, diagnosis,
epidemiology (i.e., research having to do with the
distribution and determinants of mental disorders in
population groups, including various racial and ethnic
minority groups), and cost, all of which are discussed
in greater and more pointed detail in the chapters that
follow. Etiology is the study of the origins and causes
of disease, and that section reviews research that is
seeking to define, with ever greater precision, the
causes of mental disorders. As will be seen, etiology
research examines fundamental biological, behavioral,
and sociocultural processes, as well as a necessarily
broad array of life events. The section on development
of temperament reveals how mental health science has
attempted over much of the past century to understand
how biological, psychological, and sociocultural factors
meld in health as well as in illness. The chapter then
reviews research approaches to the prevention and
treatment of mental disorders and provides an overview
of mental health services and their delivery. Final
sections cover the growing influence on the mental
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health field of the need for attention to cultural
diversity, the importance of the consumer movement,
and new optimism about recovery from mental
illness—that is, the possibility of recovering one’s life.

The Neuroscience of Mental Health'

Complexity of the Brain I: Structural

As befits the organ of the mind, the human brain is the
most complex structure ever investigated by our
science. The brain contains approximately 100 billion

nerve cells, or neurons, and many more supporting

cells, or glia. In and of themselves, the number of cells

Figure 2-1. Structural variety of neurons

PYRAMIDAL CELL

PURKINJE CELL

in this 3-pound organ reveal little of its complexity. Yet
most organs in the body are composed of only a
handful of cell types; the brain, in contrast, has literally
thousands of different kinds of neurons, each distinct in
terms of its chemistry, shape, and connections
(Figure 2-1 depicts the structural variety of neurons).
To illustrate, one careful, recent investigation of a kind
of interneuron that is a small local circuit neuron in the
retina, called the amacrine cell, found no less than 23
identifiable types.

But this is only the beginning of the brain’s
complexity.

SPINDLE-
SHAPED CELL
(SUBSTANTIA
GELATINOSA)

Source: Fischbach, 1992, p. 53. (Permission granted: Patricia J. Wynne.)

! Special thanks to Steven E. Hyman, M.D., Director, National Institute of Mental Health, and Gerald D. Fischbach, M.D., Director,
National Institute of Neurological Diseases and Stroke, for their contributions to this section.
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The workings of the brain depend on the ability of
qerve cells to communicate with each other.
Communication occurs at small, specialized structures
called synapses. The synapse typically has two parts.
One is a specialized presynaptic structure on aterminal
portion of the sending neuron that contains packets of
«ienalling chemicals, or neurotransmitters. The second
igba postsynaptic structure on the dendrites of the
receiving neuron that has receptors the
neurotransmitter molecules.

The typical neuron has a cell body, which contains
the genetic material, and much of the cell’s energy-
producing machinery. Emanating from the cell body are
dendrites, branches that are the most important
receptive surface of the cell for communication. The
dendrites of neurons can assume a great many shapes
and sizes, all relevant to the way in which incoming
messages are processed. The output of neurons is
carried along what is usually a single branch called the
axon. It is down this part of the neuron that signals are
wransmitted out to the next neuron. At its end, the axon
may branch into many terminals. (Figure 2-2.)

The usual form of communication involves
clectrical signals that travel within neurons, giving rise
to chemical signals that diffuse, or cross, synapses,
which in turn give rise to new electrical signals in the
postsynaptic neuron. Each neuron, on average, makes
more than 1,000 synaptic connections with other
neurons. One type of cell—a Purkinje cell—may make
between 100,000 and 200,000 connections with other
neurons. In aggregate, there may be between 100
trillion and a quadrillion synapses in the brain. These
synapses are far from random. Within each region of
the brain, there is an exquisite architecture consisting
of layers and other anatomic substructures in which
synaptic connections are formed. Ultimately, the
pattern of synaptic connections gives rise to what are
called circuits in the brain. At the integrative level,
large- and small-scale circuits are the substrates of
behavior and of mental life. One of the most awe-
inspiring mysteries of brain science is how neuronal

dctivity within circuits gives rise to behavior and, even,
consciousness.

for
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The complexity of the brain is such that a single
neuron may be part of more than one circuit. The
organization of circuits in the brain reveals that the
brain is a massively parallel, distributed information
processor. For example, the circuits involved in vision

receive information from the retina. After initial

processing, these circuits analyze information into
different streams, so that there is one stream of
information describing what the visual object is, and
another stream is concerned with where the object is in
space. The information stream having to do with the
identity of the object is actually broken down into
several more refined pardllel streams. One, for
example, analyzes shape while another analyzes color.
Ultimately, the visual world is resynthesized with
information about the tactile world, and the auditory
world, with information from memory, and with
emotional coloration. The massively parallel design is
a great pattern recognizer and very tolerant of failure in
individual elements. This is why a brain of neurons is
still a better and longer-lasting information processor
than a computer.

The specific connectivity of circuits is, to some
degree, stereotyped, or set in expected patterns within
the brain, leading to the notion that certain places in the
brain are specialized for certain functions (Figure 2-3).
Thus, the cerebral cortex, the mantle of neurons with its
enormous surface area increased by outpouchings,
called gyri, and indentations, called sulci, can be
functionally subdivided. The back portion of the
cerebral cortex (i.e., the occipital lobe), for example, is
involved in the initial stages of visual processing. Just
behind the central sulcus is the part of the cerebral
cortex involved in the processing of tactile information
(i.e., parietal lobe). Just in front of the central sulcus is
a part of the cerebral cortex involved in motor behavior
(frontal lobe). In the front of the brain is a region called
the prefrontal cortex, which is involved with some of
the highest integrated functions of the human being,
including the ability to plan and to integrate cognitive
and emotional streams of information.

Beneath the cortex are enormous numbers of axons
sheathed in the insulating substance, myelin. This sub-
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Figure 2-2. How neurons communicate
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Source: Fischbach, 1992, p. 52. (Permission granted: Tomo Narashima.)
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Figure 2-3. The brain: Organ of the mind
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Source: Fischbach, 1992, p. 51. (Permission granted: Carol Donner.)

cortical “white matter,” so named because of its the brain processes information. The white matter is
appearance on freshly cut brain sections, surrounds akin to wiring that conveys information from one
deep aggregations of neurons, or “gray matter,” which, region to another. Gray matter regions include the basal
like the cortex, appears gray because of the presence of ganglia, the part of the brain that is involved in the
neuronal cell bodies. It is within this gray matter that initiation of motion and thus profoundly affected in
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but that is
integration of motivational states and, thus, a substrate
of addictive disorders. Other important gray matter
structures in the brain include the amygdala and the
hippocampus. The amygdala is involved in the
assignment of emotional meaning to events and objects,
and it appears to play a special role in aversive, or
negative, emotions such as fear. The hippocampus
includes, among its many functions, responsibility for
initially encoding and consolidating explicit or episodic
memories of persons, places, and things.

In summary, the organization of the brain at the
cellular level involves many thousands of distinct kinds
of neurons. At a higher integrative level, these neurons
form circuits for information processing determined by
their patterns of éynaptic connections. The organization
of these parallel distributed circuits results in the
specialization of different geographic regions of the
brain for different functions. It is important to state at
this point, however, that, especially in younger
individuals, damage to a particular brain region may
yield adaptations that permit circuits spared the damage
and, therefore, other regions of the brain, to pick up
some of the functions that would otherwise have been
lost.

alon~ nmunluad im tha
dldy 1livuliveud 111 LIv

Complexity of the Brain I1: Neurochemical
Superimposed on this breathtaking structural
complexity is the chemical complexity of the brain. As
described above, electrical signals within neurons are
converted at synapses into chemical signals which then
elicit electrical signals on the other side of the synapse.
These chemical signals are molecules called
neurotransmitters. There are two major kinds of
molecules that serve the function of neurotransmitters:
small molecules, some quite well known, with names
such as dopamine, serotonin, or norepinephrine, and
larger molecules, which are essentially protein chains,
called peptides. These include the endogenous opiates,
Substance P, and corticotropin releasing factor (CRF),
among others. All told, there appear to be more than
100 different neurotransmitters in the brain (Table 2-1
contains a selected list).
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A neurotransmitter can elicit a g

the postsynaptic neuron by binding to a protein called
a neurotransmitter receptor. Its job is to pass the
information contained in the neurotransmitter message
from the synapse to the inside of the receiving cell. It
appears that almost every known neurotransmitter has

Table 2-1. Selected neurotransmitters important in

psychopharmacology

Excitatory amino acid
Glutamate

Inhibitory amino acids
Gamma aminobutyric acid
Glycine

Monoamines and related neurotransmitters
Norepinephrine

Dopamine

Serotonin

Histamine

Acetyicholine (quarternary amine)

Purine
Adenosine

Neuropeptides
Opioids
Enkephalins
Beta-endorphin
Dynorphin

Tachykinin
Substance P

Hypothalamic-releasing factors
Corticotropin-releasing hormone

more than one different kind of receptor that can confer
rather different signals on the receiving neuron.
Dopamine has 5 known neurotransmitter receptors;
serotonin has at least 14.

Although there are many kinds of receptors with
many different signaling functions, we can divide most
neurotransmitter receptors into two general classes.
One class of neurotransmitter receptor is called a
ligand-gated channel, where “ligand” simply means a
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molecule (i.e.. a neurotransmitter) that binds to a
receptor. When neurotransmitters interact with this
kind of receptor, a pore within the receptor molecule
itself is opened and positive or negative charges enter
the cell. The entry of positive charge may activate
additional ion channels that allow more positive charge
10 enter. At a certain threshold, this causes a cell to fire
an action potential—an electrical event that leads
ultimately to the release of neurotransmitter. By
Jetinition. therefore, receptors that admit positive
charge are excitatory neurotransmitter receptors. The
classic excitatory neurotransmitter receptors in the
brain utilize the excitatory amino acids glutamate and,
to a lesser degree, aspartate as neurotransmitters.
Conversely, inhibitory neurotransmitters act by
permitting negative charges into the cell, taking the cell
tarther away from firing. The classic inhibitory
ncurotransmitters in the brain are the amino acids
gamma amino butyric acid, or GABA, and, to a lesser
degree, glycine. '

Most of the other neurotransmitters in the brain,

such as dopamine, serotonin, and norepinephrine, and

all of the many neuropeptides constitute the second
major class. These are neither precisely excitatory nor
inhibitory but rather act to produce complex
biochemical changes in the receiving cell. Their
receptors do not contain intrinsic ion pores but rather
interact with signaling proteins, called “G proteins”
tound inside the cell membrane. These receptors thus
are called G protein-linked receptors. The details are
less important than understanding the general scheme.
Stimulation of G protein-linked receptors alters the way
in which receiving neurons can process subsequent
signals from glutamate or GABA. To use a metaphor of
a musical instrument, if glutamate, the excitatory
neurotransmitter, is puffing wind into a flute or
clarinet, it is the modulatory neurotransmitters such as
dopamine or serotonin that might be seen as playing the
keys and, thus, altering the melody via G protein-linked
receptors,

The architecture of these systems drives home this
point. The precise brain circuits that carry specific
information about the world and that are involved in
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precise point-to-point communication within the brain
use excitatory or inhibitory neurotransmission.
Examples of such circuits, which are massively
parallel, can be found in the visual and auditory cortex.

_Overlying this pattern of precise, rapid (timing in the

range of milliseconds) neurotransmission are the
modulatory systems in the brain that use
norepinephrine, serotonin, and dopamine. In each case,
the neurotransmitter in question is made by a very
small number of nerve cells clustered in a limited
number of areas in the brain, Of the hundred billion
neurons in the brain, only about 500,000, for example,
make dopamine—that is, for every 200,000 cells in the
brain, only one makes dopamine. Even fewer make
norepinephrine. The cell bodies of the dopamine
neurons are clustered in a few brain regions, most
importantly, regions deep in the brain, in the midbrain,
called the substantia nigra, and the ventral tegmental
area. Norepinephrine neurons are made in the nucleus
locus coeruleus even farther down in the brain stem in
a structure called the pons. Serotonin is made by a
somewhat larger number of nuclei but, still, not by
many cells. Nuclei called the raphe nuclei spread along
the brain stem. While each of these neurotransmitters
is made by a small number of neurons with clustered
cell bodies, each sends its axons branching throughout
the brain, so that in each case a very small number of
neurons, which largely appear to fire in unison when
excited, influence almost the entire brain. This is not
the picture of systems that are communicating precise
bits of information about the world but rather are
intrinsic modulatory systems that act via other G
protein-linked receptors to alter the overall
responsiveness of the brain. These neurotransmitters
are responsible for brain states such as degree of
arousal, ability to pay attention, and for putting
emotional color or significance on top of cold cognitive
information provided by precise glutaminergic circuits.
It is no wonder that these modulatory neurotransmitters
and their receptors are critical targets of medications
used to treat mental disorders—for example, the
antidepressant and antipsychotic drugs—and also are
the targets of drugs of abuse.
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Complexity of the Brain l11: Plasticity

The preceding paragraphs have illustrated the chemical
and anatomic structure of the brain and, in so doing,
provided some picture of its complexity as well as
some picture of its function. The crowning complexity
of the brain, however, is that it is not static. The brain
is always changing. People learn so much and have so
many distinct types of memory: conscious, episodic
memory of the sort that is encoded initially in the
hippocampus; memory of motor programs or
procedures that are encoded in the striatum; emotional
memories that can initiate physiologic and behaviorally
adaptive repertoires encoded, for example, in the
amygdala; and many other kinds. Every time a person
learns something new, whether it is conscious or
unconscious, that experience alters the structure of the
brain. Thus, neurotransmission in itself not only
contains current information but alters subsequent
neurotransmission if it occurs with the right intensity
and the right pattern. Experience that is salient enough
to cause memory creates new synaptic connections,
prunes away old ones, and strengthens or weakens
existing ones. Similarly, experiences as diverse as
stress, substance abuse, or disease can kill neurons, and
current data suggest that new neurons.continue to
develop even in adult brains, where they help to
incorporate new memories. The end result is that
information is now routed over an altered circuit. Many
of these changes are long-lived, even permanent. It is in
this way that a person can look back 10 or 20 or 50
years and remember family, a home or school room, or
friends. The general theme is that to really understand
the kind of memory—indeed, any brain function—one
must think at least at two levels: one, the level of
molecular and cellular alterations that are responsible
for remodeling synapses, and, two, the level of
information content and behavior which circuits and
synapses serve. ”

To summarize this section, scientists are truly
beginning to learn about the structure and function of
the brain. Its awe-inspiring complexity is fully
consistent with the fact that it supports all behavior and
mental life. Implied in the foregoing, is the fact that
brains are built not only by genes—and again, it is the
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lion’s share of the 80,000 or so human genes that are
involved in building a structure so complex as the
brain. Genes are not by themselves the whole story.
Brains are built and changed through life through the
interaction of genes with environment, including

“experience. It is true that a set of genes might create

repetitive multiples of one type of unit, yet the brain
appears far more complex than that. It stands to reason
that if 50,000 or 60,000 genes are involved in building
a brain that may have 100 trillion or a quadrillion
synapses, additional information is needed, and that
information comes from the environment. It is this

‘fundamental realization that is beginning to permit an

understanding of how treatment of mental disorders
works—whether in the form of a somatic intervention
such as a medication, or a psychological “talk”
therapy—by actually changing the brain.

Imaging the Brain

~ There are many exciting developments in brain science.

Of great relevance to the study of mental function and
mental illness is the ability to image the activity of the
living human brain with technologies developed in
recent decades, such as positron emission tomography
scanning or functional magnetic resonance imaging.
Such approaches can exploit surrogates of neuronal
firing such as blood flow and blood oxygenation to
provide maps of activity. As science learns more about
brain circuitry and learns more from cognitive and
affective neuroscience about how to activate and
examine the function of particular brain circuits,
differences between health and illness in the function
of particular circuits certainly will become evident. We
will be able to see the action of psychotropic drugs and,
perhaps most exciting, we will be able to see the impact
of that special kind of learning called psychotherapy,
which works after all because it works on the brain.
Different brain chemicals, brain receptors, and
brain structures will come up-in the discussion of
particular illnesses throughout this document. This
section is meant to provide a panoramic, not a detailed,
introduction and also to provide certain overarching
lessons. When something is referred to as biological or
brain-based, that is not shorthand for saying it is



cenetic and, thus, predetermined; similarly, references
;o ~psychological” or even “social” phenomena do not
oxclude biological processes. The brain is the great
integrator, bringing together genes and environment.
The study of the brain requires reducing problems
initially to bite-sized bits that will allow investigators
1o learn something, but ultimately, the agenda of
neuroscience is not reductionist; the goal is to
understand behavior, not to put blinders on and try to
explain it away. As the foregoing discussion illustrates,
the brain also is complex. Thus, having a disease that
affects one or even many critical circuits does not
overthrow, except in extreme cases, such as advanced
Alzheimer’s disease, all aspects of a person. Typically,
people retain their personality and, in most cases, their
ability to take responsibility for themselves.

In retrospect, early biological models of the mind
scem impoverished and deterministic—for example,
models that held that “levels” of a neurotransmitter
such as serotonin in the brain were the principal
influence on whether one was depressed or aggressive.
Ncuroscience is far beyond that now, working to
integrate information coming “bottom-up” from genes
and molecules and cells, with information flowing
“top-down” from interactions with the environment and
cxperience to the internal workings of the mind and its
neuronal circuits. Ultimately, however, the goal is not
only human self-understanding. In knowing eventually
precisely what goes wrong in what circuits and what
synapses and with what chemical signals, the hope is to
develop treatments with greater effectiveness and with
fewer side effects. Indeed, as the following chapters
indicate, the hope is for cures and ultimately for
prevention. There is every reason to hope that as our
science progresses, we will achieve those goals.

Overview of Mental llIness

Mental illness is a term rooted in history that refers
collectively to all of the diagnosable mental disorders.
Mental disorders are characterized by abnormalities in
cognition, emotion or mood, or the highest integrative
aspects of behavior, such as social interactions or
planning of future activities. These mental functions
are all mediated by the brain. It is, in fact, a core tenet
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of modern science that behavior and our subjective
mental lives reflect the overall workings of the brain.
Thus, symptoms related to behavior or our mental lives
clearly reflect variations or abnormalities in brain
function. On the more difficult side of the ledger are

the terms disorder, disease, or illness. There can be no

doubt that an individual with schizophrenia is seriously
ill, but for other mental disorders such as depression or
attention-deficit/hyperactivity disorder, the signs and
symptoms exist on a continuum and there is no bright
line separating health from illness, distress from
discase. Moreover, the manifestations of mental
disorders vary with age, gender, race, and culture. The
thresholds of mental illness or disorder have, indeed,
been set by convention, but the fact is that this gray
zone is no different from any other area of medicine.
Ten years ago a serum cholesterol of 200 was
considered normal. Today, this same number alarms
some physicians and may lead to treatment. Perhaps
every adult in the United States has some
atherosclerosis, but at what point does this move along
a continuum from normal into the realm of illness?
Ultimately, the dividing line has to do with severity of
symptoms, duration, and functional impairment.
Despite the existence of a gray zone between health
and illness, science can study the mechanisms by which
illness occurs. Indeed, understanding mood regulation
and its abnormalities, for example, proceeds
independently from any set of diagnostic clinical
criteria. Family studies, molecular genetics strategies,
epidemiology, and the tools of clinical investigation
tailored to specific populations are being used to
investigate the mechanisms of mental illness. Specific
manifestations of mental illness will be covered in
succeeding pages. '
This overview of mental illness focuses on those
features of the disease process that are most common
and characteristic of these disorders. The chapters that
follow will present specific details about major
categories of mental disorders that occur across the life
span. The purpose here is to provide a framework upon
which subsequent discussions of specific disorders can
rest. The section leads with a descriptive overview of
the cardinal manifestations, signs, and symptoms of
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mental disorders. It then describes how mental
disorders are diagnosed and classified and provides an

overview of the epidemiology and societal burden of
mental disorders.

Manifestations of Mental lliness

Persons suffering from any of the severe mental
disorders present with a variety of symptoms that may
include inappropriate anxiety, disturbances of thought
and perception, dysregulation of mood, and cognitive
dysfunction. Many of these symptoms may be
relatively specific to a particular diagnosis or cultural
influence. For example, disturbances of thought and
perception (psychosis) are most commonly associated
with schizophrenia. Similarly, severe disturbances in
expression of affect and regulation of mood are most
commonly seen in depression and bipolar disorder.
However, it is not uncommon to see psychotic
symptoms in patients diagnosed with mood disorders or
to see mood-related symptoms in patients diagnosed
with schizophrenia. Symptoms associated with mood,
anxiety, thought process, or cognition may occur in any
patient at some point during his or her illness.

Anxiety
Ancxiety is one of the most readily accessible and easily
understood of the major symptoms of mental disorders.
Each of us encounters anxiety in many forms
throughout the course of our routine activities. It may
often take the concrete form of intense fear experienced
in response to an immediately threatening experience
such as narrowly avoiding a traffic accident.
Experiences like this are typically accompanied by
strong emotional responses of fear and dread as well as
physical signs of anxiety such as rapid heart beat and
perspiration. Some of the more common signs and
symptoms of anxiety are listed in Table 2-2. Anxiety is
aroused most intensely by immediate threats to one’s
safety, but it also occurs commonly in response to
dangers that are relatively remote or abstract. Intense
anxiety may also result from situations that one can
only vaguely imagine or anticipate.

Anxiety has evolved as a vitally important
physiological response to dangerous situations that pre-
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Table 2-2. Common signs of acute anxiety

+  Feelings of fear or dread 4

+  Trembling, restlessness, and muscle tension
. Rapid heart rate » ‘ |
. Lightheadednéss or dizziness

«  Perspiration

« Cold hands/feet

+ Shortness of breath

pares one to evade or confront a threat in the
environment. The appropriate regulation of anxiety is
critical to the survival of virtually every higher
organism in every environment. However, the
mechanisms that regulate anxiety may break down in a
wide variety of circumstances, leading to excessive or
inappropriate expression of anxiety. Specific examples
include phobias, panic attacks, and generalized anxiety.
In phobias, high-level anxiety is aroused by specific

-situations or objects that may range from concrete

entities such as snakes, to complex circumstances such
as social interactions or public speaking. Panic attacks
are brief and very intense episodes of anxiety that often
occur without a precipitating event or stimulus.
Generalized anxiety represents a more diffuse and
nonspecific kind of anxiety that is most often
experienced as excessive worrying, restlessness, and
tension occurring with a chronic and sustained pattern.
In each case, an anxiety disorder may be said to exist if
the anxiety experienced is disproportionate to the
circumstance, is difficult for the individual to control,
or interferes with normal functioning.

In addition to these common manifestations of
anxiety, obsessive-compulsive disorder and post-
traumatic stress disorder are generally believed to be
related to the anxiety disorders. The specific clinical
features of these disorders will be described more fully
in the following chapters; however, their relationship to
anxiety warrants mention in the present context. In the
case of obsessive-compulsive disorder, individuals
experience a high level of anxiety that drives their
obsessional thinking or compulsive behaviors. When
such an individual fails to carry out a repetitive
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hehavior such as hand washing or checking, there is an
evperience of severe anxiety. Thus while the outward
manifestations of obsessive-compulsive disorder may

«em to be related to other anxiety disorders, there

appears to be a strong component of abnormal
reculation of anxiety underlying this disorder. Post-
lr'.IumatiC stress disorder is produced by an intense and
overwhelmingly fearful event that is often life-
threatening in nature. The characteristic symptoms that
result from such a traumatic event include the persistent
reexperience of the event in dreams and memories,
persistent avoidance of stimuli associated with the
event. and increased arousal.

Psychosis ,

Disturbances of perception and thought process fall
into a broad category of symptoms referred to as
psvchosis. The threshold for. determining whether
thought is impaired varies somewhat with the cultural
context. Like anxiety, psychotic symptoms may occur
 a wide variety of mental disorders. They are most
characteristically associated with schizophrenia, but
psychotic symptoms can also occur in severe mood
disorders.

One of the most common groups of symptoms that
result from disordered processing and interpretation of
sensory  information are the hallucinations.
Hallucinations are said to occur when an individual
experiences a sensory impression that has no basis in
rcality. This impression could involve any of the
sensory modalities. Thus hallucinations may be
auditory, olfactory, gustatory, kinesthetic, tactile, or
visual. For example, auditory hallucinations frequently
involve the impression that one is hearing a voice. In
cach case, the sensory impression is falsely experienced
as real.

A more complex group of symptoms resulting from
disordered interpretation of information consists of
delusions. A delusion is a false belief that an individual
holds despite evidence to the contrary. A common
¢xample is paranoia, in which a person has delusional
beliefs that others are trying to harm him or her.
Attempts to persuade the person that these beliefs are
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unfounded typically fail and may even result in the
further entrenchment of the beliefs.

Hallucinations and delusions are among the most
commonly observed psychotic symptoms. A list of
other symptoms seen in psychotic illnesses such as

_schizophrenia appears in Table 2-3. Symptoms of

schizophrenia are divided into two broad classes:
positive symptoms and negative symptoms. Positive
symptoms generally involve the experience of
something in consciousness that should not
normally be present. For example, hallucinations
and delusions represent perceptions or beliefs that
should not normally be expérienced. In addition to
hallucinations and delusions, patients with
psychotic disorders such as schizophrenia fre-
quently have marked disturbances in the logical
process of their thoughts. Specifically, psychotic
thought processes are characteristically loose,
disorganized, illogical, or bizarre. These
disturbances in thought process frequently produce
observable patterns of behavior that are also
disorganized and bizarre. The severe disturbances
of thought content and process that comprise the
positive symptoms often are the most recognizable
and striking features of psychotic disorders such as
schizophrenia or manic depressive illness.

Table 2-3. Common manifestations of
schizophrenia

Positive Symptoms

«  Hallucinations -

. Delusions

. Disorganized thoughts and behaviors

. Loose or illogical thoughts

. Agitation ; :
Negative Symptoms

+  Fiatorblunted affect

. Concrete thoughts

. Anhedonia (inability to experience pleasure)

. Poor motivation, spontaneity, and initiative

However, in addition to positive symptoms,
patients with schizophrenia and other psychoses
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have been noted to exhibit major deficits in
motivation and spontaneity that are referred to as
negative symptoms. While positive symptoms
represent the presence of something not normally
experienced, negative symptoms reflect the absence
of thoughts and behaviors that would otherwise be
expected. Concreteness of thought represents
impairment in the ability to think abstractly.
Blunting of affect refers to a general reduction in
the ability to express emotion. Motivational failure
and inability to initiate activities represent a major
source of long-term disability.in schizophrenia.
Anhedonia reflects a deficit in the ability to
experience pleasure and to react appropriately to
pleasurable situations. Positive symptoms such as
hallucinations are responsible for much of the acute
distress associated with schizophrenia, but negative
symptoms appear to be responsible for much of the
chronic and long-termdisability associated with the
disorder.

The psychotic symptbms represent
manifestations of disturbances in the flow,

processing, and interpretation of information in the

central nervous system. They seem to share an
underlying commonality of mechanism, insofar as
they tend to respond as a group to specific
pharmacological interventions. However, much
remains to be learned about the brain mechanisms
that lead to psychosis.

Disturbances of Mood

Most of us have an immediate and intuitive
understanding of the notion of mood. We readily
comprehend what it means to feel sad or happy.
These concepts are nonetheless very difficult to
formulate in a scientifically precise and
quantifiable way; the challenge is greater given the
cultural differences that are associated with the
expression of mood. In turn, disorders that impact
on the regulation of mood are relatively difficult to
define and to approach in a quantitative manner.
Nevertheless, dysregulation of mood and the
expression of mood, or affect, represent a major
category among mental disorders.

Disturbances of mood characteristically
manifest themselves as a sustained feeling of
sadness or sustained elevation of mood. As with
anxiety and psychosis, disturbances of mood may
occur in a variety of patterns associated with
different mental disorders. The disorder most
closely associated with persistent sadness is major
depression, while that associated with sustained
elevation or fluctuation of mood is bipolar disorder.
The most common signs of these mood disorders
are listed in Table 2-4. Along with the prevailing
feelings of sadness or elatign, disorders of mood
are associated with a host of related symptoms that
include disturbances in appetite, sleep patterns,
energy level, concentration, and memory.

Table 2-4. Common signs of mood disorders

Symptoms Commonly Associated With
Depression

» Suicidal |deat|on

Symptoms Commonly Associated With Mania
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It is not known why diverse functions such as
«leep and appetite should be altered in disorders of
mood. However, depression and maniaare typically

associated with characteristic changes in these

basic functions. Mood appears to represent a
complex group of behaviors and responses that
undergo precise and tightly controlled regulation.

Higher organisms that must adapt to changing.

environments depend on optimal control of basic
functions such as sleep, appetite, sex, and physical
activity. This regulation must adapt to diurnal and
<easonal changes in the environment. In addition,
more complex behaviors such as exploration,
aggression, and social interaction must also
undergo a similar, perhaps closely linked,
regulation. In humans, these complex behaviors and
their regulation are believed to be associated with
the expression of mood. A depressed mood appears
to reflect a kind of global damping of these
functions, while a manic state may result from an
cxcessive activation of these same functions. The
mechanisms underlying the diverse changes

associated with the mood disorders are largely

unknown, but their appearance as clusters in
specific disorders along with their collective
rcsponse to specific therapeutics suggests a
common mechanistic basis.

Disturbances of Cognition

Cognitive function refers to the general ability to
organize, process, and recall information. Cognitive
tasks may be subdivided into a large number of
more specific functions depending on the nature of
the information remembered and the circumstances
of its recall. In addition, there are many functions
commonly associated with cognition such as the
ability to execute complex sequences of tasks.
Disturbances of cognitive function may occur in a
variety of disorders. Progressive deterioration of
cognitive function is referred to as dementia.
Dementia may be caused by a number of specific
conditions including Alzheimer’s disease (to be
discussed in subsequent chapters). Impairment of
cognitive function may also occur in other mental
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disorders such as depression. It is not uncommon to
find profound disturbances of cognition in patients
suffering from severe mood disturbances. More
recently, cognitive deficits have been reported in
schizophrenia and now have become a major new
topic of research. Lastly, cognitive impairment

-frequently occurs in a host of chemical, metabolic,

and infectious diseases that exert an impact on the
brain.

The manifestations of cognitive impairmentcan
vary across an extremely wide range, depending on
severity. Short-term memory is one of the earliest
functions to be affected and, as severity increases,
retrieval of more remote memories becomes more
difficult. Attention, concentration, and higher
intellectual functions can be impaired as the
underlying disease process progresses. Language
difficulties range from mild word-finding problems
to complete inability to comprehend or use
language. Functional impairments associated with
cognitive deficits can markedly interfere with the
ability to perform activities of daily living such as
dressing and bathing.

Other Symptoms

Anxiety, psychosis, mood disturbances, and
cognitive impairments are among the most common
and disabling manifestations of mental disorders. It
is important, however, to appreciate that mental
disorders leave no aspect of human experience
untouched. It is beyond the scope of the present
chapter to detail the full spectrum of presentations
of mental disorders. Other common manifestations
include, for example, somatic or other physical
symptoms and impairment of impulse control.
Many of these issues will be touched upon in
subsequent chapters with reference to specific
disorders.

Diagnosis of Mental lllness

The foregoing discussion has suggested that the
manifestations of mental disorders fall into a
number of distinct categories such as anxiety,

psychosis, mood disturbance, and cognitive
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deficits. These categories are broad, heterogeneous,
and somewhat overlapping. Moreover, any
particular patient may manifest symptoms from
more than one of these categories. This is not
unexpected, given the highly complex interactions
that take place among the neurobiological and
behavioral substrates that produce these symptoms.
Despite these confounding difficulties, a systematic
approach to the classification and diagnosis of
mental illness has been developed. Diagnosis is
essential in all areas of health for shaping treatment

and supportive care, establishing a prognosis, and -

preventing related disability. Diagnosis also serves
as shorthand to enhance communication, research,
surveillance, and reimbursement. o

The diagnosis of mental disorders is often
believed to be more difficult than diagnosis of
somatic, or general medical, disorders, since there
is no definitive lesion,- laboratory test, or
abnormality in brain tissue that can identify the
illness. The diagnosis of mental disorders must rest
with the patients’ reports of the intensity and
duration of symptoms, signs from their mental
status examination, and clinician observation of
their behavior including functional impairment.
These clues are grouped together by the clinician
into recognizable patterns known as syndromes.
When the syndrome meets all the criteria for a
diagnosis, it constitutes a mental disorder. Most
mental health conditions are referred to as
disorders, rather than as diseases, because
diagnosis rests on clinical criteria. The term
“disease” generally is reserved for conditions with
known pathology (detectable physical change). The
term “disorder,” on the other hand, is reserved for
clusters of symptoms and signs associated with
distress and disability (i.e., impairment of
functioning), yet whose pathology and etiology are
unknown. v

The standard manual used for diagnosis of
mental disorders in the United States is the
Diagnostic and Statistical Manual of Mental

Disorders. Most recently revised in 1994, this
manual now is in its fourth edition (American
Psychiatric Association, 1994, hereinafter cited in
this report as DSM-IV). The first edition was
published in 1952 by the American Psychiatric
Association; subsequent revisions, which were
made on the basis of field trials, analysis of data
sets, and systematic reviews of the research
literature, have sought to gain greater objectivity,
diagnostic precision, and reliability. DSM-IV
organizes mental disorders into 16 major diagnostic
classes listed in Table 2-5. For each disorder within
a diagnostic class, DSM:IV enumerates specific
criteria for making the diagnosis. DSM-IV also lists
diagnostic “subtypes” for some disorders. A
subtype is a subgroup within a diagnosis that
confers greater specificity. DSM-IV is descriptive
in its listing of symptoms and does not take a
position about underlying causation.

Table 2-5. Major Diagnostic Classes of Mental
Disorders (DSM-IV)

Disorders usually first diagnosed in infancy,
childhood, or adolescence ,

Delerium, dementia, and amnestic and other
cognitive disorders

Mental disorders due _to a general medical condition
Substance-related disorders

Schizophrenia and other psychotic disorders
Mood disorders

Anxiety disorders

Somatoform disorders

Factitious disorde.rs A

Dissociative disorders

Sexual and gender identity disorders

Eating disorders

Sleep disordefs .

Impulse-control disorders

Adjustment disorders -

Personality disorders
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DSM-IV and its predecessors® represent a
unique approach to diagnosis by a professional
rield. No other sphere of health care has created
.uch an extensive compendium of all of its
disorders with explicit diagnostic criteria. The
world Health Organization’s International
Classification of Diseases (10th edition, 1992) is a
valuable compendium of all diseases. Its mental
health categories are expanded upon in DSM-IV.
The International Classification of Diseases (ICD)
is the official classification for mortality and
morbidity statistics for all signatories to theU.N.
Charter establishing the World Health
Organization. ICD-9CM (9th edition, Clinical
Modification, 1991) is still the official
classification for the Health Care Financing
Administration.

Knowledge about diagnosis continues to
evolve. Evolution in the diagnosis of mental
disorders generally reflects greater understanding
of disorders as well as the influence of social
norms. Years ago, for instance, addiction to

tobacco was not viewed as a disorder, but today it .

falls under the category of “Substance-Related
Disorders.” Although DSM-IV strives to cover all
populations, it is not without limitations. The
difficulties encountered in diagnosing mental
disorders in children, older persons, and racial and
cthnic minority groups are discussed later in this
chapter and throughout this report. Diagnosis rests
on clinician judgment about whether clients’
symptom patterns and impairments of functioning
meet diagnostic criteria. Cultural differences in
emotional expression and social behavior can be
misinterpreted as “impaired” if clinicians are not
sensitive to the cultural context and meaning of
exhibited symptoms, a topic discussed later in this
chapter in Overview of Cultural Diversity and
Mental Health Services.

- DSM-1 (American Psychiatric Association, 1952), DSM-II
(American Psychiatric Association, 1968), DSM-III (American
Psychiatric Association, 1979), and DSM-III-R (American
Psychiatric Association, 1987).
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Epidemiology of Mental lliness
Few families in the United States are untouched by
mental illness. Determining just how many people
have mental illness is one of the many purposes of
the field of epidemiology. Epidemiology is the
study of patterns of disease in the population.
Among the key terms of this discipline,
encountered throughout this report, are incidence,
which refers to new cases of a condition which
occur during a specified period of time, and
prevalence, which refers to cases (i.e., new and
existing) of a condition observed at a point in time
or during a period of time.-According to current
epidemiological estimates, at least one in five
people has a diagnosable mental disorder during the
course of a year (i.e., 1-year prevalence).
Epidemiological estimates have shifted over
time because of changes in the definitions and
diagnosis of mental health and mental illness. In
the early 1950s, the rates of mental illness
estimated by epidemiologists were far higher than
those of today. One study, for example, found 81.5
percent of the population of Manhattan, New York,
to have had signs and symptoms of mental distress
(Srole, 1962). This led the authors of the study to
conclude that mental illness was widespread.
However, other studies began to find lower rates
when they used more restrictive definitions that
reflected more contemporary views about mental
illness. Instead of classifying anyone with signs and
symptoms as being mentally ill, this more recent
line of epidemiological research only identified
people as mentally ill if they had a cluster of signs
and symptoms that, when taken together, impaired
people’s ability to function (Pasamanick, 1959;
Weissman et al., 1978). By 1978, the President’s
Commission on Mental Health (1978) concluded
conservatively that the annual prevalence of
specific mental disorders in the United States was
about 15 percent. This figure comports with recent
estimates of the extent of mental illness in the
population. Even as this figure has become more
sharply delineated, the older and larger estimates
underscore the magnitude of mental distress in the
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population, which this report refers to as “mental
health problems.”

Adults

The current prevalence estimate is that about 20
percent of the U.S. population are affected by
mental disorders during a given year. This estimate
comes from two epidemiologic surveys: the
Epidemiologic Catchment Area (ECA) study of the
early 1980s and the National Comorbidity Survey
(NCS) of the early 1990s. Those surveys defined
mental illness according to the prevailing editions
of the Diagnostic and Statistical Manual of Mental
Disorders (i.e., DSM-III and DSM-III-R). The
surveys estimate that during a 1-year period, 22 to
23 percent of the U.S. adult population—or 44
million people—have diagnosable mental disorders,
according to reliable, established criteria. In
general, 19 percent of the adult U.S. population
have a mental disorder alone (in 1 year); 3 percent
have both mental and addictive disorders; and 6

percent have addictive disorders alone.’

Consequently, about 28 to 30 percent of the

population have either a mental or addictive
disorder (Regieretal., 1993b; Kessler et al., 1994).
Table 2-6 summarizes the results synthesized from
these two large national surveys.

Individuals with co-occurring disorders (about
3 percent of the population in 1 year) are more
likely to experience a chronic course and to utilize
services than are those with either type of disorder
alone. Clinicians, program developers, and policy-
makers need to be aware of these high rates of
comorbidity—about 15 percent of those with a
mental disorder in 1 year (Regier et al., 1993a;
Kessler et al., 1996).

Based on data on functional impairment, it is
estimated that 9 percent of all U.S. adults have the
mental disorders listed in Table 2-6 and experience

some significant functional impairment (National

* Although addictive disorders are included as mental disorders in
the DSM classification system, the ECA and NCS distinguish
between addictive disorders and (all other) mental disorders.
Epidemiologic data in this report foliow that convention.
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Advisory Mental Health Council [NAMHC], 1993).
Most (7 percent of adults) have disorders that
persist for at least 1 year (Regier et al., 1993b;
Regier et al., in press). A subpopulation of 5.4
percent of adults is considered to have a “serious”
mental illness (SMI) (Kessler et al., 1996). Serious
mental illness is a term defined by Federal
regulations that generally applies to mental
disorders that interfere with some area of social
functioning. About half of those with SMI (or 2.6
percent of all adults) were identified as being even
more seriously affected, that is, by having “severe
and persistent” mental illness (SPMI) (NAMHC,
1993; Kessler et al., 1996). This category includes
schizophrenia, bipolar disorder, other severe forms
of depression, panic disorder, and obsessive-
compulsive disorder. These disorders and the
problems faced by these special populations with
SMI and SPMI are described further in subsequent
chapters. Among those most severely disabled are
the approximately 0.5 percent of the population
who receive disability benefits for mental health-
related reasons from the Social
Administration (NAMHC, 1993).

Security

Children and Adolescents

The annual prevalence of mental disorders in
children and adolescents is not as well documented
as that for adults. About 20 percent of children are
estimated to have mental disorders with at least
mild functional impairment (see Table 2-7). Federal
regulations also define a sub-population of children
and adolescents with more severe functional
limitations, known as “serious emotional
disturbance” (SED).* Children and adolescents with
SED number approximately 5 to 9 perceﬁt of
children ages 9 to 17 (Friedman et al., 1996b).

% The term “serious emotional disturbance” is used in a variety of
Federal statutes in reference to children under the age of 18 with a
diagnosable mental health problem that severely disrupts their
ability to function socially, academically, and emotionally. The term
does not signify any particular diagnosis; rather, it is a legal term
that triggers a host of mandated services to meet the needs of these
children.
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Table 2-6. Best estimate 1-year prevalence rates based on ECA and NCS, ages 18-54

% e
ECAP

£

Any Anxiety Disorder 1341 18.7 16.4
Simple Phobia 8.3 8.6 8.3
Social Phobia
Agoraphobia
GAD
Panic Disorder
OoCD
PTSD

Any Mood Disorder
MD Episode
Unipolar MD
Dysthymia
Bipolar |
Bipolar Il

Schizophrenia 1.3 - 1.3
Nonaffective Psychosis - 0.2 0.2
Somatization 0.2 - 0.2
ASP 2.1 : - 2.1
Anorexia Nervosa o1 - 0.1
Severe Cognitive 1.2 - 1.2

impairment

Any Disorder 19.5 ' 234 21.0

‘Numbers in parentheses indicate the prevalence of the disorder without any comorbidity. These rates were calculated using the NCS data for
GAD and PTSD, and the ECA data for OCD. The rates were not used in calculating the any anxiety disorder and any disorder totals for the ECA
and NCS columns. The unduplicated GAD and PTSD rates were added to the best astimate total for any anxiety disorder (3.3%) and any disorder
{1.5%). ’

**In developing best-estimate 1-year prevalence rates from the two studies, a conservative procedure was followed that had previously been used
in an independent scientific analysis comparing these two data sets (Andrews, 1995). For any mood disorder and any anxiety disorder, the lower
estimate of the two surveys was selected, which for these data was the ECA. The best estimate rates for the individual mood and anxiety disorders
were then chosen from the ECA only, in order to maintain the relationships between the individual disorders. For other disorders that were not
covered in both surveys, the available estimate was used.

Key to abbreviations: ECA, Epidemiologic Catchment Area; NCS, National Comorbidity Study; GAD, generalized anxiety disorder; OCD,
obsessive-compulsive disorder; PTSD, post-traumatic stress disorder; MD, major depression; ASP, antisocial personality disorder.

Source: D. Regier, W. Narrow, & D. Rae, personal communication, 1999
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Table 2-7. Children and adolescents ages 9 to 17
with mental or addictive disorders,*
combined MECA sample

Prevalence (%)
Anxiety disorders 13.0 .
Mood disorders 6.2
Disruptive disorders 10.3
Substance use disorders 2.0
Any disorder 20.9

*Disorders include diagnosis-specific impairment and
Child Global Assessment Scale <70 (mild global
impairment).

Source: Shaffer et al., 1996

Not all mental disorders identified in childhood
and adolescence persist into adulthood, even
though the prevalence of mental disorders in
children and adolescents is about the same as that
for adults (i.e., about 20 percent of each age
population). While some disorders do continue into
adulthood, a substantial fraction of children and
adolescents recover or.“grow out of” a disorder,
whereas, a substantial fraction of adults develops
mental disorders in adulthood. In short, the nature
and distribution of mental disorders in young
people are somewhat different from those of adults.

Older Adults

The annual prevalence of mental disorders among
older adults (ages 55 years and older) is also not as
well documented as that for younger adults.
Estimates generated from the ECA survey indicate
that 19.8 percent of the older adult population have
a diagnosable mental disorder during a 1-year
period (Table 2-8). Almost 4 percent of older adults
have SMI, and just under 1 percent has SPMI
(Kessler et al., 1996); these figures do not include
individuals with severe cognitive impairments such
as Alzheimer’s disease.

Future Directions for Epidemiology

The epidemiology of mental disorders is somewhat
handicapped by the difficulty of identifying a
“case” of a mental disorder.

“Case” 1s an
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Table 2-8. Best estimate prevalence rates based
on Epidemiologic Catchment Area,
age 55+

Prevalence (%)
Any Anxiety Disorder 114
Simple Phobia 7.3
Social Phobia 1.0
Agoraphobia 41
Panic Disorder - 0.5
Obsessive-Compulsive 15

D\sorder

Any Mood Dnsorder

Major Depressive Episode 3.8
Unipolar Major Depression 3.7
Dysthymia 1.6
Bipolar | 0.2
Blpolar II 0.1
Schlzophrema 0.6 1
Somatization 0.3
Antisocial Personality Disorder ‘ o 0.0
Anorexia Nervosa 0.0

Any Dlsorder

Source: D. Regier, W. Narrow, & D. Rae, personal com-
munication, 1999

epidemiological term for someone who meets the
criteria for a disease or disorder. It is not always
easy to establish a threshold for a mental disorder,
particularly in light of how common symptoms of
mental distress are and the lack of objective,
physical symptoms. It is sometimes difficult to
determine when a set of symptoms rises to the level
of a mental disorder, a problem that affects other
areas of health (e.g., criteria for certain pain
syndromes). In many cases, symptoms are not of
sufficient intensity or duration to meet the criteria
for a disorder and the threshold may vary from
culture to culture.

Diagnosis of mental disorders is made on the
basis of a multidimensional assessment that takes
into account observable signs and symptoms of
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1-see the course and duration of illness. resnonse
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1o treatment, and degree of functional impairment.
One problem has been that there is no clearly
measurable threshold for functional impairments.
Efforts are currently under way in the epidemiology
of mental disorders to create a threshold, or agreed-
upon minimum level of functional limitation, that
<hould be required to establish a “case” (i.e., a
clinically significant condition). Epidemiology
reflecting the state of psychiatric nosology during
the past two decades has focused primarily on
symptom clusters and has not uniformly
applied—or, at times, even measured—the level of
dysfunction. Ongoing reanalyses of existing
epidemiological data are expected to yield better
understanding of the rates of mental disorder and
dysfunction in the population.

Another limitation of cbntemporary mental
health knowledge is the lack of standard measures
of “need for treatment,” particularly those which
are culturally appropriate. Such measures are at the
heart of the public health approach to mental
health. Currentepidemiological estimates therefore
cannot definitively identify those who are in need
of treatment. Other estimates presented in Chapter
6 indicate that some individuals with mental
disorders are in treatment and others are not; some
are seen in primary care settings and others in
specialty care. In the absence of valid measures of
need. rates of disorder estimated in epidemiological
surveys serve as an imperfect proxy for the need for
care and treatment (Regier et al., in press).

Subsequent sections of this report reveal the
population basis of our understanding of mental
health. Where appropriate, the report discusses
mental health and illness across the entire
population. At other times, the focus is on care in
specialized mental health settings, primary health
care, schools, the criminal justice system, and even
the streets. A mainstream public health and
population-based perspective demands such a broad
view of mental health and mental illness.
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The costs of mental illness are exceedingly high.
Although the question of cost is discussed more
fully in Chapter 6, a few of the central findings are
presented here. The direct costs of mental health

services in the United States in 1996 totaled $69.0

billion. This figure represents 7.3 percent of total
health spending. An additional $17.7 billion was
spent on Alzheimer’s disease and $12.6 billion on
substance abuse treatment. Direct costs correspond
to spending for treatment and rehabilitation
nationwide. :

When economists calculate the costs of an
illness, they also strive to identify indirect costs.
Indirect costs can be defined in different ways, but
here they refer to lost productivity at the
workplace, school, and home due to premature
death or disability. The indirect costs of mental
illness were estimated in 1990 at $78.6 billion
(Rice & Miller, 1996). More than 80 percent of
these costs stemmed from disability rather than
death because mortality from mental disorders is
relatively low.

Overview of Etiology

The precise causes (etiology) of most mental
disorders are not known. But the key word in this
statement is precise. The precise causes of most
mental disorders—or, indeed, of mental health—
may not be known, but the broad forces that shape
them are known: these are biological, psycho-
logical, and social/cultural factors.

What is most important to reiterate is that the
causes of health and disease are generally viewed
as a product of the interplay or interaction between
biological, psychological, and sociocultural factors.
This is true for all health and illness, including
mental health and mental illness. For instance,
diabetes and schizophrenia alike are viewed as the
result of interactions between biological,
psychological, and sociocultural inﬂuehces. With
these disorders, a biological predisposition is
necessary but not sufficient to explain their
occurrence (Barondes, 1993). For other disorders,
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a psychological or sociocultural cause may be
necessary, but again not sufficient.

As described in the section on modern
neuroscience, the brain and behavior are
inextricably linked by the plasticity of the nervous
system. The brain is the organ of mental function;
psychological phenomena have their origin in that
complex organ. Psychological and sociocultural
phenomena are represented in the brain through
memories and learning, which involve structural
changes in the neurons and neuronal circuits. Yet
neuroscience does not intend to reduce all
phenomena to neurotransmission or to reinterpret
them in a new language of synapses, receptors, and
circuits. Psychological and sociocultural events and
phenomena continue to have meaning for mental
health and mental illness.

Much of the research that is presented in the
remainder of this report draws on theories and
investigations that predate the more modern view
of integrative neuroscience. It is still meaningful,
however, to speak of the interaction of biological
and psychological and sociocultural factors in
health and illness. That is where the overview of
etiology begins—with the biopsychosocial model
of disease, followed by an explanation of important
terms used in the study of etiology. Then, against
the backdrop of the introductory section on brain
and behavior, the following sections address
biological and psychosocial influences on mental
health and mental illness, a separation that reflects
the distinctive research perspectives of past
decades. The overview of etiology draws to a close
with a discussion of the convergence of biological

and psychosocial approaches in the study of mental
health and mental illness. '

Biopsychosocial Model of Disease

The modern view that many factors interact to
produce disease may be attributed to the seminal
work of George L. Engel, who in 1977 put forward
the Biopsychosocial Model of Disease (Engel,
1977). Engel’s model is a framework, rather than a
set of detailed hypotheses, for understanding health
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and disease. To many scientists, the model lacks
sufficient specificity to make predictions about the
given cause or causes of any one disorder.
Scientists want to find out what specifically is the
contribution of different factors (e.g., genes,
parenting, culture, stressful events) and how they
operate. But the purpose of the biopsychosocial
model is to take a broad view, to assert that simply
looking at biological factors alone—which had
been the prevailing view of disease at the time
Engel was writing—is not sufficient to explain

" health and illness.

According to Engel’s model, biopsychosocial
factors are involved in the causes, manifestation,
course, and outcome of health and disease,
including mental disorders. The model certainly fits
with common experience. Few people with a
condition such as heart disease or diabetes, for
instance, would dispute the role of stress in
aggravating their condition. Research bears this out
and reveals many other relationships between stress
and disease (Cohen & Herbert, 1996; Baum &
Posluszny, 1999).

One single factor in isolation—biological,
psychological, or social—may weigh heavily or
hardly at all, depending on the behavioral trait or
mental disorder. That is, the relative importance or
role of any one factor in causation often varies. For
example, a personality trait like extroversion is
linked strongly to genetic factors, according to
identical twin studies (Plomin et al., 1994).
Similarly, schizophrenia is linked strongly to
genetic factors, also according to twin studies (see
Chapter 4). But this does not mean that genetic
factors completely preordain or fix the nature of the
disorder and that psychological and social factors
are unimportant. These social factors modify
expression and outcome of disorders. Likewise,
some mental disorders, such as post-traumatic
stress disorder (PTSD), are clearly caused by
exposure to an extremely stressful event, such as
rape, combat, natural disaster, or concentration
camp (Yehuda, 1999). Yet not everyone develops
PTSD after such exposure. On average, about 9
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percent do (Breslau et al., 1998), but estimates are
higher for particular types of trauma. For women
who are victims of crime, one study found the
prevalence of PTSD in a representative sample of
women to be 26 percent (Resnick et al., 1993). The
likelihood of developing PTSD is related to
pretrauma vulnerability (in the form of genetic,
biological. and personality factors), magnitude of
the stressful event, preparedness for the event, and
the quality of care after the event (Shalev, 1996).

The relative roles of biological, psychological,
or social factors also may vary across individuals
and across stages of the life span. In some people,
tor example, depression arises primarily as a result
of exposure to stressful life events, whereas in
others the foremost cause of depression is genetic
predisposition.

Understanding Correlation, Causation,
and Consequences _

Any discussion of the etiology of mental health and
mental illness needs to distinguish three key terms:
correlation, causation, and consequences. These
terms are often confused. All too frequently a
biological change in the brain (a lesion) is
purported to be the “cause” of a mental disorder,
based on finding an association between the lesion
and a mental disorder. The fact is that any simple
association—or correlation—cannot and does not,
by itself, mean causation. The lesion could be a
correlate, a cause of, or an effect of the mental
disorder.

When researchers begin to tease apart etiology,
they usually start by noticing correlations. A
correlation is an association or linkage of two (or
more) events. A correlation simply means that the
events are linked in some way. Finding a
correlation between stressful life events and
depression would prompt more research on
causation. Does stress cause depression? Does
depression cause stress? Or are they both caused by
an unidentified factor? These would be the
questions guiding research. But, with correlational
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research, several steps are needed before causation
can be established. '

If a correlational study shows that a stressful
event is associated with an increased probability
for depression and that the stress usually precedes
depression’s onset, then stress is called a “risk
factor” for depression.’ Risk factors are biological,
psychological, or sociocultural variables that
increase the probability for developing a disorder
and antedate its onset (Garmezy, 1983; Werner &

- Smith, 1992; Institute of Medicine [IOM], 1994a).

For each mental disorder, there are likely to be
multiple risk factors, which are woven together in
a complex chain of causation (IOM, 1994a). Some
risk factors may carry more weight than others, and
the interaction of risk factors may be additive or
synergistic.

Establishing causation of mental health and
mental illness is extremely difficult, as explained in
Chapter 1. Studies in the form of randomized,
controlled experiments provide the strongest
evidence of causation. The problem is that
experimental research in humans may be
logistically, ethically, or financially impossible.
Correlational research in humans has thus provided
much of what is known about the etiology of mental
disorders. Yet correlational research is not as
strong as experimental research in permitting
inferences about causality. The establishment of a
cause and effect relationship requires multiple
studies and requires judgment about the weight of
all the evidence. Multiple correlational studies can
be used to support causality, when, for example,
evaluating the effectiveness of clinical treatments
(Chambless et al., 1996). But, when studying
etiology, correlational studies are, if possible, best
combined with evidence of biological plausibility

$ Chapter 4 contains a fuller discussion of the relationship between
stress and depression. In common parlance, stress refers either to the
stressful event or to the individual’s response to the event. However,
menta) health professionals distinguish the two by referring to the
external events as the “stressor” {or stressful life event) and to the
individual’s response as the “stress response.”
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(IOM, 1994b).°* This means that correlational
findings should fit with biological, chemical, and
physical findings about mechanisms of action
relating to cause and effect.

Biological plausibility is often established in

animal models of disease. That is why researchers .

seek animal models in which to study causation. In
mental health research, there are some animal
models—such as for anxiety and hyperactivity—but
a major problem is the difficulty of finding animal
models that simulate what is often uniquely human
functioning. The search. for animal models,
however, is imperative.

Consequences are defined as the later outcomes
of a disorder. For example, the most serious
consequence of depression in older people is
increased mortality from either suicide or medical
illness (Frasure-Smith et al., 1993, 1995; Conwell,
1996; Penninx et al., 1998). The basis for this
relationship is not fully known. The relationship
between depression and suicide in adolescents is
presented in Chapter 3.

Putting this all together, the biopsychosocial
model holds that biological, psychological, or
social factors may be causes, correlates, and/or
consequences in relation to mental health and
mental illness. A stressful life event, such as
receiving the news of a diagnosis of cancer, offers
a graphic example of a psychological event that
causes immediate biological changes and later has
psychological, biological, and social consequences.
When a patient receives news of the cancer
diagnosis, the brain’s sensory cortex simultan-
eously registers the information (a correlate) and
sets in motion biological changes that cause the
heart to pound faster. The patient may experience
an almost immediate fear of death that may later
escalate to anxiety or depression. This certainly has
been established for breast cancer patients

. (Farragher, 1998). Anxiety and depression are, in

¢ Other types of information used to establish cause and effect
relationships are the strength and consistency of the association,
time sequence information, dose-response relationships, and
disappearance of the effect when the cause is removed.
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this case, consequences of the cancer diagnosis,’
although the exact mechanisms are not understood,
Being anxious or depressed may prompt further
changes in behavior, such as social withdrawal. So
there may be social consequences to the diagnosis
as well. This example is designed to lay out some
of the complexity of the biopsychosocial model
applied to mental health and mental illness.

Biological Influences on Mental Health
and Mental lliness

There are far-reaching biological and physical
influences on mental health and mental illness. The
major categories are genes, infections, physical
trauma, nutrition, hormones, and toxins (e.g., lead).
Examples have been noted throughout Chapter 1
and earlier in this chapter. This section focuses on
the first two categories—genes and infections—for
these are among the most exciting and intensive
areas of research relating to biological influences
on mental health and mental illness.

The Genetics of Behavior and Mental llIness
That genes influence behavior, normal and

abnormal, has long been established (Plomin et al.,
1997). Genes influence behavior across the animal
spectrum, from the lowly fruitfly all the way to
humans. Sorting out which genes are involved and
determining how they influence behavior present
the greatest challenge. Research suggests that many
mental disorders arise in part from defects not in
single genes, but in multiple genes. However, none
of the genes has yet been pinpointed for common
mental disorders (National Institute of Mental
Health [NIMH], 1998).

The human genome contains approximately
80,000 genes that occupy approximately 5 percent
of the DNA sequences of the human genome. By
the spring of 2000, the human genome project will
have provided an initial rough draft version of the
entire sequence of the human genome, and in the

" Anxiety and depression may in some cases be caused by hormonal
changes related to the tumor itself.
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ensuing years, gaps in the sequence will be closed,
errors will be corrected, and the precise boundaries
of genes will be identified.

In parallel, clinical medicine is studying the
aggregation of human disease in families. This
offort includes the study of mental illness, most
notably schizophrenia, bipolar disorder (manic
depressive illness), early onset depression, autism,
attention-deficit/hyperactivity disorder, anorexia
nervosa. panic disorder, and a number of other
mental disorders (NIMH, 1998). From studying
how these disorders runin families, and from initial
molecular analyses of the genomes of these
families, we have learned that heredity—that is,
venes—plays a role in the transmission of
vulnerability of all the aforementioned disorders
from generation to generation.

But we have also learned that the transmission
of risk is not simple. Certain human diseases such
as Huntington’s disease and cystic fibrosis result
from the transmission of a mutation—that is, a
deleteriously altered gene sequence—at one

location in the human genome. In these diseases, a’

single mutation has everything to say about whether
one will get the illness. The transmission of a trait
due to a single gene in the human genome is called
Mendelian transmission, after the Austrian monk,
Gregor Mendel, who was the first to develop
principles of modern genetics and who studied
traits due to single genes. When a single gene
determines the presence or absence of a disease or
other trait, genes are rather easy to discover on the
basis of modern methods. Indeed, for almost all
Mendelian disorders across medicine that affect
more than a few people, the genes already have
been identified.

In contrast to Mendelian disorders, to our
knowledge, all mental illnesses and all normal
variants of behavior are genetically complex. What
this means is that no single gene or even a
combination of genes dictates whether someone
will have an illness or a particular behavioral trait.
Rather, mental illness appears to result from the
interaction of multiple genes that confer risk, and
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this risk is converted into illness by the interaction
of genes with environmental factors. The
implications for science are, first, that no gene is
equivalent to fate for mental illness. This gives us
hope that modifiable environmental risk factors can

eventually be identified and become targets for

prevention efforts. In addition, we recognize that
genes, while significant in their aggregate
contribution to risk, may each contribute only a
small increment, and, therefore, will be difficult to
discover. As a result, however, of the Human
Genome Project, we will know the sequence of
each human gene and the common variants for each
gene throughout the human race. With this
information, combined with modern technologies,
we will in the coming years identify genes that
confer risk of specific mental illnesses.

This information will be of the highest
impoftancc for several reasons. First, genes are the
blueprints of cells. The products of genes, proteins,
work together in pathways or in building cellular
structures, so that finding variants within genes
will suggest pathways that can be targets of
opportunity for the development of new therapeutic
interventions. Genes will also be important clues to
what goes wrong in the brain when a disease
occurs. For example, once we know that a certain
gene is involved in risk of a particular mental
illness such as schizophrenia or autism, we can ask
at what time during the development of the brain
that particular gene is active and in which cells and
circuits the gene is expressed. This will give us
clues to critical times for intervention in a disease
process and information about what it is that goes
wrong. Finally, genes will provide tools for those
scientists who are searching for environmental risk
factors. Information from genetics will tell us at
what age environmental cofactors in risk must be
active, and genes will help us identify
homogeneous populations for studies of treatment
and of prevention.

Heritability refers to how much genetics con-
tributes to the variation of a disease or trait in a
population at a given point in time (Plomin et al.,



Mental Health: A Report of the Surgeon General

1997). Once a disorder is established as running in
families, the next step is to determine its
heritability (see below), then its mode of
transmission, and, lastly, its location through
genetic mapping (Lombroso et al., 1994).

One powerful method for estimating heritability
is through twin studies.! Twin studies often
compare the frequency with which identical versus
fraternal twins display a disorder. Since identical
twins are from the same fertilized egg, they share
the exact genetic inheritance. Fraternal twins are
from separate eggs and thereby share only 50
percent of their genetic inheritance. If a disorder is
heritable, identical twins should have a higher rate
of concordance—the expression of the trait by both
members of a twin pair—than fraternal twins. Such
studies, however, do not furnish information about
which or how many genes are involved. They just
can be used to estimate heritability. For example,
the heritability of bipolar disorder, according to the
most rigorous twin study, is about 59 percent,
although other estimates vary (NIMH, 1998). The
heritability of schizophrenia is estimated, on the
basis of twin studies, at a somewhat higher level
(NIMH, 1998). .

Even with a high level of heritability, however,
it is essential to point out that environmental
factors (e.g., psychosocial environment, nutrition,
health care access) can play a significant role in the
severity and course of a disorder.

Another point is that environmental factors may
even protect against the disorder developing in the
first place. Even with the relatively high heritabili-
ty of schizophrenia, the median concordance rate
among identical twins is 46 percent® (NIMH, 1998),
meaning that in over half of the cases, the second

¥ Establishing that a disorder runs in families could suggest
environmental and/or genetic influences because families share
genes and environment. Comparing identical versus fraternal twins
assumes that their shared environments are about equal, thereby
providing insight about genetic influences. Such comparisons are
further enhanced by studies of twins (identical vs. fraternal)
separated at birth and adopted by different families.

° The median concordance rate for identical twins is only 14 percent
(NIMH, 1998).
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twin does not manifest schizophrenia even though
he or she has the same genes as the affected twin.
This implies that environmental factors exert a
significant role in the onset of schizophrenia.

Infectious Influences

It has been known since the early part of the 20th
century that infectious agents can penetrate into the
brain where they can cause mental disorders. A
highly common mental disorder of unknown

" etiology at the turn of the century, termed “general

paresis,” turned out to be a late manifestation of
syphilis. The sexually transmitted infectious
agent—Treponema pallidum—first caused
symptoms in reproductive organs and then,
sometimes years later, migrated to the brain where
itled to neurosyphilis. Neurosyphilis was manifest
by neurological deterioration (including psychosis),
paralysis, and later death. With the wide
availability of penicillin after World War II,
neurosyphilis was virtually eliminated (Barondes,
1993).

Neurosyphilis may be thought of as a disease of
the past (at least in the developed world), but
dementia associated with infection by the human
immunodeficiency virus (HIV) is certainly not.
HIV-associated dementia continues to encumber
HIV-infected individuals worldwide. HIV infection
penetrates into the brain, producing a range of
progressive cognitive and behavioral impairments.
Early symptoms include impaired memory and
concentration, psychomotor slowing, and apathy.
Later symptoms, usually appearing years after
infection, include global impairments marked by
mutism, incontinence, and paraplegia (Navia et al.,
1986). The prevalence of HIV-associated dementia
varies, with estimates ranging from 15 percent to
44 percent of patients with HIV infection (Grant et
al., 1987; McArthur et al., 1993). The high end of
this estimate includes patients with subtle
neuropsychological abnormalities. What is
remarkable about HIV-associated dementia is that
it appears to be caused not by direct infection of
neurons, but by infection of immune cells known as
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macrophages that enter the brain from the blood.
The macrophages indirectly cause dysfunction and
Jeath in nearby neurons by releasing soluble toxins
(Epstein & Gendelman, 1993).

Besides HIV-associated dementia and
neurosyphilis, other mental disorders are caused by
infectious agents. They include herpes simplex
encephalitis, measles encephalomyelitis, rabies
encephalitis, chronic meningitis, and subacute
sclerosing panencephalitis (Kaplan & Sadock,
1998). More recently, research has uncovered an
infectious etiology to one form of obsessive-
compulsive disorder, as explained below.

PANDAS

In the late 1980s, it was discovered that some
children with obsessive-compulsive disorder (OCD)
cxperienced a sudden onset of symptoms soon after
a streptococcal pharyngitis (Garvey et al., 1998).
The symptoms were classic for OCD—concerns
about contamination, spitting compulsions, and
extremely excessive hoarding—but the abrupt onset
was unusual. Further study of these children led to
the identification of a new classification of OCD
called PANDAS. This acronym stands for pediatric
autoimmune neuropsychiatric disorders associated
with streptococcal infection. PANDAS are distinct
from classic cases of OCD because of their
episodic clinical course marked by sudden
symptom exacerbation linked to streptococcal
infection, among other unique features. The
exacerbation of symptoms is correlated with a rise
in levels of antibodies that the child produces to
tight the strep infection. Consequently, researchers
proposed that PANDAS are caused by antibodies
against the strep infection that also manage to
attack the basal ganglia region of the child’s brain
(Garvey et al., 1998). In other words, the strep
infection triggers the child’s immune system to
develop antibodies, which, in turn, may attack the
child’s brain, leading to obsessive and compulsive
behaviors. Under this proposal, the strep infection
. does not directly induce the condition; rather, it
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may do so indirectly by triggering antibody
formation. How the antibodies are so damaging to
a discrete region of the child’s brain and how this
attack ignites OCD-like symptoms are two of the
fundamental questions guiding research.

Psychosocial Influences on Mental
Health and Mental llIness

This chapter thus far has highlighted some of the
psychosocial influences on mental health and
mental illness. Stressful life events, affect (mood
and level of arousal), personality, and gender are
prominent psychological influences. Social
influences include parents, socioeconomic status,
racial, cultural, and religious background, and
interpersonal relationships. These psychosocial
influences, taken individually or together, are
integrated into many chapters of this report in
discussions of epidemiology, etiology, risk factors,
barriers to treatment, and facilitators to recovery.

Since these psychosocial influences are familiar
to the general reader, detailed description of each
is beyond the scope of this section (with the
exception of cultural influences, which are
discussed in the Overview of Cultural Diversity and
Mental Health Services section). Instead, this
section summarizes the sweeping theories of
individual behavior and personality that inspired a
vast body of psychosocial research: psychodynamic
theories, behaviorism, and social learning theories.
The therapeutic strategies that arose from these
theories, and modifications necessary to make them
relevant to the changing demography of the U.S.
population, are discussed in a later section,
Overview of Treatment.

Psychodynamic Theories

Psychodynamic theories of personality assert that
behavior is the product of underlying conflicts over
which people often have scant awareness. Sigmund
Freud (1856—1939) was the towering proponent of
psychoanalytic theory, the first of the 20th-century

psychodynamic theories. Many of Freud’s
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followers pioneered their own psychodynamic
theories, but this section covers only
psychoanalytic theory. A brief discussion of
Freud’s work contributes to an historical
perspective of mental health theory and treatment
approaches.

Freud’s theory of psychoanalysis holds two
major assumptions: (1) that much of mental life is
unconscious (i.e., outside awareness), and (2) that
past experiences, especially in early childhood,
shape how a person feels and behaves throughout
life (Brenner, 1978).

Freud’s structural model of personality divides
the personality into three parts—the id, the ego,
and the superego. The id is the unconscious part
that is the cauldron of raw drives, such as for sex or
aggression. The ego, which has conscious and
unconscious elements, 1s the rational and
reasonable part of personality. Its role is to
maintain contact with the outside world in order to
help keep the individual in touch with society. As

such, the ego mediates between the conflicting

tendencies of the id and the superego. The latter is
a person’s conscience that develops early in life
and is learned from parents, teachers, and others.
Like the ego, the superego has conscious and
unconscious elements (Brenner, 1978).

When all three parts of the personality are in
dynamic equilibrium, the individual is thought to
be mentally healthy. However, according to
psychoanalytic theory, if the ego is unable to
mediate between the id and the superego, an
imbalance would occur in the form of
psychological distress and symptoms of mental
disorders. Psychoanalytic theory views symptoms
as important only in terms of expression of
underlying conflicts between the parts of
personality. The theory holds that the conflicts
must be understood by the individual with the aid
of the psychoanalyst who would help the person
unearth the secrets of the unconscious. This was the

basis for psychoanalysis as a form of treatment, as
explained later in this chapter.
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- existence of wunderlying

Behaviorism and Social Learning Theory
Behaviorism (also called learning theory) posits
that personality is the sum of an individual’s
observable responses to the outside world
(Feldman, 1997). As charted by J. B. Watson and
B. F. Skinner in the early part of the 20th century,
behaviorism stands at loggerheads with
psychodynamic theories, which strive to understand
underlying conflicts. Behaviorism rejects the
conflicts and an
unconscious. Rather, it focuses on observable,
overt behaviors that are” learned from the
environment (Kazdin, 1996, 1997). Its application
to treatment of mental problems, which is discussed
later, is known as behavior modification.

Learning is seen as behavior change molded by
experience. Learning is accomplished largely
through either classical or operant conditioning.
Classical conditioning is grounded in the research
of Ivan Pavlov, a Russian physiologist. It explains
why some people react to formerly neutral stimuli
in their environment, stimuli that previously would
not have elicited a reaction. Pavlov’s dogs, for
example, learned to salivate merely at the sound of
the bell, without any food in sight. Originally, the
sound of the bell would not have elicited salvation.
But by repeatedly pairing the sight of the food
(which elicits salvation on its own) with the sound
of the bell, Pavlov taught the dogs to salivate just
to the sound of the bell by itself.

Operant conditioning, a process described and
coined by B. F. Skinner, is a form of learning in
which a voluntary response is strengthened or
attenuated, depending on its association with
positive or negative consequences (Feldman, 1997).
The strengthening of responses occurs by positive
reinforcement, such as food, pleasurable activities,
and attention from others. The attenuation or
discontinuation of responses occurs by negative
reinforcement in the form of removal of a
pleasurable stimulus. Thus, human behavior is
shaped in a trial and error way through positive and
negative reinforcement, without any reference to
inner conflicts or perceptions. What goes on inside
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(he individual is irrelevant, for humans are equated
with “black boxes.” Mental disorders represented
maladaptive behaviors that were learned. They
could be unlearned through behavior modification
(behavior therapy) (Kazdin, 1996; 1997).

The movement beyond behaviorism was
spearheaded by Albert Bandura (1969, 1977), the
originator of social learning theory (also known as
wocial cognitive theory). Social learning theory has
its roots in behaviorism, but it departs in a
significant way. While acknowledging classical and
operant conditioning, social learning theory places
far greater emphasis on a different type of learning,
particularly observational learning. Observational
learning occurs through selectively observing the
behavior of another person, a model. When the
behavior of the model is rewarded, children are
more likely to imitate the behavior. For example, a
child who observes another child receiving candy
for a particular behavior is more likely to carry out
similar behaviors. Social learning theory asserts

that people’s cognitions—their views, perceptions,

and expectations toward their environment—affect
what they learn. Rather than being passively
conditioned by the environment, as behaviorism
proposed, humans take a more active role in
deciding what to learn as a result of cognitive
processing. Social learning theory gave rise to
cognitive-behavioral therapy, a mode of treatment

described later in this chapter and throughout this
report.

The Integrative Science of Mental lliness
and Health

Progress in understanding depression and schizo-
phrenia offers exciting examples of how findings
from different disciplines of the mental health field
have many common threads (Andreasen, 1997).
Despite the differences in terminology and
methodology, the results from different disciplines
have converged to paint a vivid picture of the
nature of the fundamental defects and the regions
of the brain that underlie these defects. Even in the
case of depression and schizophrenia, there is much
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to be uncovered about etiology, yet the mental
health field is seen as poised “to use the power of
multiple disciplines.” The disciplines are urged to
link together the study of the mind and the brain in
the search for understanding mental health and
mental illness (Andreasen, 1997).

This linkage already has been cemented
between cognitive psychology, behavioral
neurology, computer science, and neuroscience.
These disciplines have knit together the field of
“cognitive neuroscience” (Kosslyn & Shin, 1992).
This new and joint disciplir'le' has carved out its
own professional society, journals (Waldrop,
1993), and textbooks (Gazzaniga et al., 1998).
There is movement toward integration of other
disciplines within the field. To promote linkages
between psychiatry and the neurosciences, neuro-
scientist Eric R. Kandel has furnished a novel
approach. His essay, “A New Intellectual Frame-
work for Psychiatry,” supplies a set of biological
principles to forge arapprochement—conceptual as
well as practical—between the two disciplines
(Kandel, 1998). Integrated approaches are seen as
vital to tackle the monumental complexity of
mental function.

Overview of Development,

Temperament, and Risk Factors

How we come to be the way we are is through the
process of development. Generally defined as the
lifelong process of growth, maturation, and change,
development is the product of the elaborate
interplay of biological, psychological, and social
influences. By studying development, researchers
hope to uncover the origins of both mental health
and mental illness.

This section elaborates and extends concepts
introduced above regarding the fundamental
workings of the brain at different developmental
stages. It then proceeds to explain several seminal
theories of development pioneered by Jean Piaget,
Erik Erikson, and John Bowlby. Their theories
cover cognitive development, personality
development, and social development, respectively,
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although there is some overlap. Their major works,
published in the 1950s and 1960s, were pivotal for
the psychological and social sciences, galvanizing
a huge body of theoretical and empirical research.
However, with the advancements of science and the
diversity of the population, these models may not
apply to all groups without some adaptation for
cultural context. The section concludes with a
reminder that the brain is the “great synthesizer” of
the many biological, psychological, and sociocul-
tural phenomena that make us who we are.

Physical Development »
Physical development of the nervous system
“provides the architecture for mental function
(cognition, mood, and intentional behavior). As can
be inferred from the discussion of brain complexity
in the introductory section, nervous system
development is arguably one of the most monu-
mentally complicated developmental achievements.
One hundred billion neurons must form elaborate
and precise arrays of interconnections. Neurons
begin the developmental process as
undifferentiated cells, cells so seemingly
anonymous that they are almost indistinguishable
from other cells in an embryo. On the basis of
genetic and epigenetic'® influences, the cells must
first specialize, or differentiate, into neurons,
migrate to their final position, and then send their
growing axons (the branch of a neuron that
transmits impulses) to project over long distances
in order to form synapses with distant target cells
(Kandel et al., 1995).

Most neurobiologists are astounded at the level
of precision that neurons achieve in their
interconnections. The process of nervous system
development has been studied at increasingly
complex levels—molecular, cellular, tissue, and
behavioral levels. Yet, while researchers have
charted many of the behavioral milestones of
development because they are so amenable to

observation and analysis, far less is known about
molecular, cellular, and tissue interactions that
underlie them.

Four overarching findings or organizing
principles have been gleaned from decades of

- neuroscience research. The first finding is that the

formation of connections between neurons and their
target cells depends on axons growing along
anatomical pathways that are studded with
signaling molecules, much like landing lights
illuminate the runway for a descending plane. The
second finding is that an axon’s reaching the
vicinity of, and locating, its correct target cell
depends on diffusable chemical signals being
transmitted from the target cell. The third finding
is that if an axon does not reach its correct target,
it is likely to die. This phenomenon, known as cell
death, or apoptosis, is so common that it affects up
to half of all developing neurons. The brain

~overproduces the number of cells it needs, from

which it pares down to only the correct connections
(Kandel et al., 1995). Finally, neuron activity is
essential to strengthening the connections that are
formed. In other words, stimulation from the
environment—which is translated into neuron
activity—is vital for the forging of normal neural
development (Shatz, 1993; Kandel, 1995). This is
a fundamental principle that is revisited later in this
section. This principle helps to explain why, for
example, babies who are deprived of a stimulating
environment during their first year sometimes
suffer irreparable developmental effects.
Behavior at birth consists of a repertoire of
simple reflexes, that is, inborn neurological
reactions that are involuntary in nature. Two
examples are the sucking reflex and the rooting
reflex,'! both of which are designed to ensure food
intake. Over time, the infant displays an expanded
repertoire of fine and gross motor skills (e.g.,
crawling, walking) that begin to unfold in the first
few months and year of life. These include the

' Epigenetic influences are those that arise from outside the genes
and lead to emergent, as opposed to predetermined, properties.
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" Newborns turn their head towards things—typically the
breast—that touch their cheek.
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cherished ability to smile, which helps to solidify
4 social bond with parents and caregivers. What
pegins as a child’s biological survival need for
food—evidenced by such behaviors as rooting and
sucking—can turn into a social, interpersonal
experience with the caregiver, as in the smile of an
infant at the sight of a nurturing parent. These
burgeoning motor capabilities are the forerunners
of more complex behavioral and mental functions,
but the actual relationships between early and later
abilities, and their molecular and cellular basis, are
understood only in the most rudimentary terms.

Theories of Psychological Development

Theories of human development are grounded in
the developmental perspective. The developmental
perspective takes into account the biological,
social, and psychological environment; their
interaction; and their combined effect upon the
individual throughout the life span.
Developmentalist L. Breger (1974) proposes that

the developmental perspective incorporates three

key precepts:

* Behavioral maturation proceeds from the
simple to the complex; '

¢ Future behaviors, whether temporally near or
distant, are a product of their antecedents (prior
responses to the developmental environment);
and

* The human response to a particular event or
experience often depends on the developmental
stage at which the experience occurs.

Each of these precepts is thought to apply to
neurobiological development, as well as behav-
ioral/psychosocial development. Moreover, each
has implications for whether an individual
experiences either healthful or unhealthful
development that may lead to a mental disorder.

The three precepts are at the heart of each of
the three major mainstream theories of
developmental psychology that have guided
research and increased our understanding of both
normal and abnormal human development across
the life span. The following paragraphs offer brief

sketches of the developmental theories of Jean
Piaget, Erik Erikson, and John BoWlby; again, these
sketches are provided to afford the reader an
historical perspective of research on psychological
development.

Piaget: Cognitive Developmental Theory
Jean Piaget formulated one of the most influential

theories of cognitive development (Inhelder &
Piaget, 1958). Its focus was on cognitive

" (intellectual) development, that is, the processes by
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which children come to know and understand the
world. Other aspects of human growth, both
physical and emotional, are beyond the scope of his
theory. Piaget posited that each step of cognitive
development proceeds from the previous step in a
fixed pattern, beginning at birth and ending in the
teen years.

Piaget had a seminal influence on the discipline
of cognitive psychology. Although empirical
research has called into question some of the
specifics of his theories, the broad outlines remain
widely accepted.

Erik Erikson: Psychoanalytic Developmental
Theory

The psychoanalytic theory of development is best
exemplified in the work of Erik Erikson, a
psychoanalyst who expanded upon Freud’s original
theories of psychosexual development. One of
Erikson’s pioneering contributions was that
development unfolded throughout the life span, a
view that has become widely embraced.

Freud postulated that development proceeded
through a series of stages in which children seek
pleasure or gratification from a particular body part
(i.e., the oral, anal, and phallic stage). In contrast,
Erikson’s theories of child development focus on
the interrelationship between a developing child’s
internal psychosexual development and his or her
more external emotional development, emphasizing
the interpersonal relationships that arise between
the child and parents (Erikson, 1950).
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Erikson conceived of the life course, from birth
to old age, as a series of eight epigenetic stages
that, as other developmental theories, proceed in a
stepwise fashion, the next dependent upon how
well the previous has been mastered: trust versus
mistrust; autonomy versus shame and doubt;
initiative versus guilt; industry versus inferiority;
identity versus role diffusion; intimacy versus
isolation; generativity versus stagnation; ego
integrity versus despair.

Erikson portrayed each stage as a crisis or
conflict that needed resolution, either at the time or
at a subsequent stage. Each successive stagc
presents its own challenges but, at the same time,
offers the opportunity for correction of unresolved
challenges of previous stages. At each stage the
tension was between the psychosocial and
psychosexual—the outward-looking versus inward-
looking perspectives. Psychop-athology, in the form
of a mental disorder, would arise if a stage was
ultimately not mastered successfully.

Over the years, Erikson’s theory has had great

heuristic value to guide theorists and practitioners .

in organizing their approach to mental health and
mental illness. However, his theory does not readily
lend itself to empirical scrutiny. His theory also has
been criticized as reflecting the concerns of male
European culture (where Erikson was born and
trained before moving to the United States) rather
than those of women and other cultures. The need
for cultural sensitivity and competence is discussed
later in this chapter.

John Bowlby: Attachment Theory of
Development

Fifty years ago, a new conceptualization of the
psychoanalytic approach to development came into
the lexicon of human development theory. John
Bowlby’s reinterpretation of Freudian development
* is grounded in both Darwinian evolutionary theory
and animal ethology. The previous work of Konrad
Lorenz and others, who explored the relationship
between other animals and their caregivers,
determined that the bonds of infant care and the
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attachment of young to their caregivers are seminal
in the drive for survival. Similarly, Bowlby
theorized that for humans, attachment to a
caregiver had a biological basis in the need for
survival (Bowlby, 1951). Moreover, he suggested
that this attachment drive exists alongside the drive

for nutrition and the sex drive, yet distinct and

separate from them. Attachment is seen as the
anchor that enables the developing child to explore
the world.

With the comfort and security of a stable and
routine attachment to the mother—or other primary
caregiver—a child is able to organize other
elements of development in a coherent way. In
contrast, instability in the caregiving relation-
ship—whether physical distance, erratic patterns of
parental behavior, or even physical or emotional
abuse—may interfere with the sense of trust and
security, potentially giving rise to anxiety and
psychological problems later in childhood or even
decades later in life.

Nature and Nurture: The Ultimate
Synthesis

For over a century, an intense debate among
developmentalists and other scientists has pitted
nature (genetic inheritance) against nurture
(environment) as the engine of human development
and behavior. Francis Galton, a 19th-century
geneticist and cousin of Charles Darwin, declared
that “there is no escape from the conclusion that
nature prevails enormously over nurture” (cited in
Plomin, 1996). As the debate raged, either nature or
nurture gained ascendancy. During the 1940s and
1950s, for example, behaviorism held sway over
American psychology with its argument that
nurture was preeminent.

The pendulum now is coming to rest with the
recognition that behavior is the product of both
nature and nurture (Plomin, 1996). Each
contributes to the development of mental health and
mental illness. Nature and nurture are not
necessarily independent forces but can interact with
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wne another: nature can influence nurture, and
purture can influence nature (Plomin, 1996).

Studies comparing identical and fraternal twins
have shed light on the contributions of nature and
qurture. These studies show that for many
hehavioral traits, as well as mental disorders, there
\~ a noticeable heritable component (see earlier
Jiscussion of heritability). Yet even with the most
highly heritable traits or conditions, identical twins
who share the same genetic endowment display
marked differences. Identical twins, for example,
are concordant for schizophrenia in 46 percent of
pairs (NIMH, 1998), meaning that more than 50
percent of pairs are not concordant. Something yet
unknown about the environment protects against
the development of schizophrenia in genetically
identical individuals (Plomin, 1996).

How do nature and nurture interact? This
question cannot be directly answered by twin
studies. Animal models have proven to be fertile
ground for study of the mechanisms—at the
molecular and cellular level—by which nature and

nurture interact. 